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New! ... Munro's Treatment of 
Injuries to the Nervous System 


The scope of this book extends far beyond the area 
suggested by its title, and the osteopathic physician 
will find many facts and recommendations which 
are definitely valuable. The author points out that 
the emphasis in neuro-surgery has shifted from 
tumors to trauma, and that the immediate care of 
accident cases often determines the prognosis. He 
goes into pinpoint detail about transportation; care 
of open wounds, bladder and bowels; fluids, ete. 
Also included are explanations of what can and 
cannot be accomplished even with expert care. 


By DONALD MUNRO, M.D., F.A.C.S., Surgeon-in-Chief, Department of 
Neurosurgery, The Boston City Hospital; Associate Professor of Neuro- 
surgery, Boston University School of Medicine; Assistant Professor of Neuro- 
7 a Harvard University Medical School. 284 pages, 6”x9”, illustrated. 
7.50, New. 
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New! ... 
Lewis’ Practical Dermatology 


Here is an extremely useful new book. The author 
has succeeded in eliminating a great deal of super- 
fluous “heavy background material” and insignifi- 
cant points which only confuse the reader. Indeed, 
he concentrates all available space on how to iden- 
tify the disease and how to treat it once it is iden- 
tified. This, therefore, is a truly practical book of 
diagnosis and treatment. The illustrations are origi- 
nal and when combined with detailed descriptions 
of lesions in the text, simplify the difficult problem 
of diagnosis to a remarkable degree. 

By GEORGE M. LEWIS, M.D., Professor of Clinical Medicine (Dermatology), 


Cornell University Medical College. 345 pages, 6x9”, with 405 illustrations 
on 99 figures. About $8.00. Ready Soon. 


West Washington Square, Philadelphia 5 
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GIVE PROMPT RELIEF 
FROM CONSTIPATION 
WITH SAL 


Patients want prompt relief from constipation. 
Provide it with antacid Sat Hepatica. There is 
no laxative lag when SaL HEParTIca is used. 


RESTFUL SLEEP is not impaired when 
laxation occurs before bedtime. As- 
sure this by recommending that SaL 
Hepatica be taken one-half hour 
before dinner. 


ACTIVE DAYS, free from the dis- 
comforts of constipation, are 
possible if is taken 
one-half hour before breakfast. Lax- 
ation usually occurs within the hour. 


THE GASTRIC HYPERACIDITY which 
frequently is concomitant with con- 
stipation is relieved by this antacid 
saline laxative. 


GENTLE ACTION, freedom from ab- 
dominal griping, may be obtained 
by regulation of dosage. 


EFFERVESCENT, PLEASANT-TAST- 
CATHARTIC ING, SAL HEPATICa is acceptable to 
patients, 


LAXATIVE 


BRISTOL-MYERS COMPANY, 19 WEST 50 STREET, NEW YORK 20, N. Y. 
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The malleable bag mass is shaped around 
the part to be immobilized. Instantly 
evacuated, it becomes a rigid self mold. 


Whenever and wherever temporary immobilization is required, the Darex 
-“FlexiCast” will do it fast. The patient feels no discomfort: he is cradled 
rather than restrained . . . doesn’t have to endure the pull of tapes, the 
friction of straps, or the pressure of sandbags. “FlexiCast” is an air-tight 
rubber bag (of various sizes) filled with fine granules, and connected to 
a vacuum chamber kept exhausted by a motor-driven pump unit. With 
partial exhaustion, the bag mass becomes as malleable as soft putty; can be 
molded closely to any body part. Instantaneous complete exhaustion then 
firms it rock hard, to immobilize the part as securely as a plaster cast. Re- 
lease the vacuum and it reverts to its original soft state. 


Your local Picker representative will be glad to give you details: or write 
Picker X-Ray Corporation, 25 South Broadway, White Plains, New York. 


j is distributed exclusively by 


*a product of Dewey and Almy Chemical Company. 
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The CYCLOPEDIA of MEDICINE, SURGERY, SPECIALTIES 
NEW LOOSE LEAF EDITION 


The Constantly Modern Library of Monographs that Keeps You 
Abreast of Medical and Surgical Developments as They Occur 


® More than 800 Physicians, Surgeons and Teachers, representing more than 100 
Universities throughout the world, have collaborated in producing the Cyclopedia 


Editor-in-Chief Asst. Editor 
GEORGE MORRIS PIERSOL EDWARD L. BORTZ 
Associate Editors 

Alton Ochsner Victor A. Digilio THE CYCLOPEDIA 

Archibald D. Campbell Charles W. Dunn 

Frederick H. Falls Arthur Finkelstein is published in fourteen beautiful loose leaf 

Robert A. Lyon Paul G. Flothow volumes of 1,000 double-column pages each 

Conrad Berens O. H. Gaebler 

Bernard J. Alpers Charles M. Gruber with a separate desk index volume containing 

Kenneth E. Appel Henry J. John 000 , 

J. Burns Amberson, Jr. Frank W. Konzelmann 60, references. It completely om —=s all 

C. P. Bailey R. Beverly Raney phases of medicine, surgery, and the specialties 

Howard A. Brown Henry S. Ruth i i 

James Barrett Brown D. M. Sidlick and is Pp rofusely illustrated. 

a ee ae ee It will be kept constantly up to date by substi- 

George F. Dick John H. Willard tuting new pages and chapters for any material 
that becomes obsolete. 


A M PA N Y F. A. DAVIS COMPANY, 1914 Cherry St., Philadelphia 3, Pa. 
P ub lishers Please send complete descriptive literature on THE CYCLOPEDIA 
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table top can NOW 
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For convenient approach to the operative site 
thrughout the posturing category. 
Write Dept. SM-10 for complete catalog 
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AVC Improved is a 
time tested formula 


= 


and prophylaxis 


ct Infections 


TRICHOMONIASIS 
MONILIASIS 
MIXED INFECTIONS 


P 
(Allontomide VAGINAL CREAM) 


/// WICK RELIEF - EASILY APPLIED - NON-IRRITATING 


of vaginal tract 
infections. 


AVC Improved re- 
establishes the nor- 
mal flora and the 
normal pH. 


Secause... 

AVC Improved is indi- 

cated ina wide range of 

infections of the exo- 

cervix, vagina andvulva: 

© Trichomoniasis 

Moniliasis 

© Specific and non- 
specific bacterial 
infections 

© Mixed infections. 


AVC Improved sup- 
presses secondary in- 
vaders... animportant 
therapeutic goal. 


IT WORKS!!! 


Use AVC Improved in your 
most stubborn cases. The re- 

sults will please you, and 

your patients will be grateful. 
Formula: 9-Aminoacridine Hydrochloride 
0.2%, Sulfanilamide 15%, Allantoin 


2%, specially prepared buffered 
water-miscible base. 


Available: in 4 ounce tubes, with 
or without applicator. 


literature supplied on request. 


For Vaginal Tra “LE. 
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PABIRIN 


Whenever massive salicylation is 
_fequired, Pabirin provides en- 

hanced salicylate therapy with the | 

safety of lower salicylate dosage. \ ARTHRITIS 
The combined effect of para-amino- — 

benzoic acid and acetylsalicylic acid, NEURITIS 

as provided in Pabirin, produces | 

higher therapeutic plasma levels than \ 

are possible from the administration — MYOSITIS 
of like amounts of salicylate alone. » 
Thus Pabirin can induce rapid salicylate , 
saturation with smaller and less frequent ' 
dosage. These advantages enhance both its RHEUMATIC FEVER 
efficacy and acceptability in acute rheumatic 

fever and acute gouty arthritis. 

_Pabirin is also highly useful for the relief of pain 

in rheumatoid arthralgia, as well as in myalgia and neural- 

gia. The anodyne effects of Pabirin in these conditions are apparent from 
smaller doses than those necessary for a specific antirheumatic and anti- 
inflammatory response. When pain is particularly severe, the augmented 
analgesic action of codeine plus salicylate is provided by Pabirin With 
Codeine, which supplies, in addition to the # salicylate of Pabirin, 4% gr. of 
codeine phosphate per capsule. 


GOUTY ARTHRITIS 


COMPOSITION 
7 Each Pabirin capsule contains: 
Para-aminobenzoic Acid 
Acetylsalicylic Acid 

Ascorbic Acid 


SMITH-DORSEY - Lincoln, Nebraska 


SODIUM 


FREE A DIVISION OF THE WANDER COMPANY 


A paevanation 


SC 
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Orally and parenterally 
effective, intra-arterially 

as well as intramuscularly 
and intravenously. 

Of proved value in peripheral 
ischemia and its sequelae: 
pain, loss of function, 
ulceration, gangrene, and other 
trophic manifestations. 


Comprehensive information on 
intra-arterial as well as 

other therapy with Priscoline 

is available upon request 

to the Medical Service Division, 
Ciba Pharmaceutical Products, Inc. 
Summit, New Jersey 


Priscoline hydrochloride 

(brand of benzazoline hydrochloride) 

is available as tablets containing 25 mg., 
as elixir containing 25 mg. per 4 cc., 
and in 10-cc. multiple-dose 

vials containing 25 mg. per cc. 

Issued: Tablets, bottles of 100 and 1000; 
Multiple-dose vials, cartons of 1; 

Elizir, bottles of 473 cc. 

(approximately 1 pint) 
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in resistant 
non-healing | 


skin lesions 


ointment and 
solution (plain) 


promotes normal repair 


In a leg ulcer of 15 years’ standing, complicated by infection and inadequate 

blood supply, CHLORESIUM® OINTMENT was used in conjunction with local infiltrations 
of an antibiotic. The lesion involved the entire circumference of the leg on the site 

of an old burn. Throughout treatment the patient remained ambulatory, and in 

seven months the ulcerated area was considered entirely healed. The investigator 
concluded that “. . . the time involved . . . does not detract from the fact that 
healing did occur in a lesion of 15 years’ duration in an ambulatory 
patient destined to work in an unfavorable environment.”* 


In a chronic dermatosis of the leg of 4 years’ duration in a patient suffering from 
elephantiasis, twelve days of CHLORESIUM OINTMENT therapy 
eliminated all but a few of the raw, weepy areas. The remainder 


of the skin was “soft, pliable, not tender and appeared well healed.”* 


CHLORESIUM OINTMENT and SOLUTION 
(Plain) contain water-soluble 


“9 


derivatives of chlorophyll “a” as 
standardized in N.N.R. These 
derivatives, highly concentrated and 


purified, provide the optimum 
therapeutic benefits obtainable Chloresiu m ointment 
from chlorophyll. 


—l-ounce and 4-ounce tubes 
*Lowry, K.P: Ma gement of Resistant 
(plain) 
—2- d 8-0 bottl 
( Rystan) company ine. 


Mount Vernon, New York 
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NUTRITIVE 
| 


~ fresh 


CITRUS JUICE ASSAY 


Long welcomed in home and institutional kitchens 
for its convenience, economy and flavor—frozen 
citrus is now acknowledged the “nutritive equal” of 
fresh. The Council on Foods and Nutrition of the 

_ American Medical Association has declared* that— 
under modern processing methods—approximately 
98 percent of the vitamin C content can be retained 
in the frozen concentrated juice. And, when properly 
stored (below its freezing point), there is practically no 
loss of vitamin C. Frozen citrus can thus be confidently 
recommended for diets at all ages, including infancy. 


*J.A.M.A. 146:35, 1951. 
FLORIDA CITRUS COMMISSION « LAKELAND, FLORIDA 
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Cardalin tablets rapidly produce therapeutic effects comparable y 
to the intravenous or rectal administration of aminophylline. 0% nf 


& 


PATENT PENDING 


® for the cardiac patient 


® for the asthmatic patient 


IRWIN, NEISLER 


0 fa | provides 5 grains of aminophyiline per 
. dose... the highest concentration sup- 
plied for oral administration. The use of 
two anti-nausea factors (Aluminum Hy- 
droxide and Ethyl Aminobenzoate) 
eliminates the nausea, vomiting and gas- 
tric irritation that usually accompany 

high, oral aminophylline dosage. 


Each Cardalin tablet contains: 
Aminophylline 

Aluminum Hydroxide 

Ethyl Aminobenzoate 


= 
4 
1 | | 
_ 
ECATUR, ILLINOIS 
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every day ws dusting day 


Here at Vitaminerals a titanic dusting job is done every 
day. A million coated tablets must be made free from any 
powder that may remain when not completely compressed 
in the tableting process. 


Even Hercules would yell “Uncle” if faced with such a 
job. But we have specially designed machines, built right 
here in our own machine shop, that perform this dusting 
task perfectly and automatically. 


Tablets come off the rotary tablet machines and are 
positioned on screen tracks. Then they are rolled on their 
edges, back and forth down a ladder-like assembly, under 
the control of an electric vibrator. 


By the time they complete the trip from the tablet 
machine to their air-tight storage container, they are free 
from dust, ragged edges, and any other imperfections. 


Nothing but perfection can bear the Vitaminerals label. 


ITAMINERALS INC. 


Glendale 1, California 
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This Simplified 
Dosage Schedule for 
Rapid Subjective Relief 


Out of the vast clinical experience that has accumulated from the increas- 
ing use of Veriloid has come a simplified dosage schedule which rapidly 
produces relief from the distressing discomfort of hypertension. Within a 
short period, patients volunteer that they “feel better,” even before the 
blood pressure begins to drop. 

. Here is the new daily dosage schedule which proves satisfactory for 
initial therapy in 9 patients out of 10: 


According to this plan, the second dose is taken about two hours after the 
noon meal, the third dose about two hours after the evening meal. 


VERILOID 


~ BRAND OF ALKAVERVIR 

This schedule simplifies dosage calculation, is quickly productive of 
clinical results, minimizes nausea and other side actions. Dosage should be 
increased by 1 mg. per day every third day until a satisfactory blood 
pressure drop is achieved. The evening dose is usually 1 or 2 mg. larger 
than the other two doses of the day. For the average patient, a daily dose 
of 9 to 15 mg. proves effective and rarely causes side actions. 

Veriloid, brand of alkavervir, is a unique alkaloidal fraction of Veratrum 
viride. It is indicated in the treatment of all grades of essential hypertension 
and in hypertension of renal origin. Available on prescription at all phar- 
macies, in 1, 2, and 3 mg. tablets. Order your free copy of the booklet de- 
scribing Veriloid therapy today. 


RIKER LABORATORIES, INC. 


8480 Beverly Boulevard Los Angeles 48, California 
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AND MASSAGE 


when wisely correlated with other therapeutic agents 
— diet, orthopedic measures, drugs — have consistently 
given the most satisfactory results. 


HEAT ALONE 


increases local circulation, tissue fluid exchange and lymphatic 
drainage. 


HEAT with l|ODEX cum METHYL SALICYLATE 


PLEADING 
FOR RELIEF 


are the 
millions of Arthritic 


and Rheumatic Sufferers 


also provides the absorbent and decongestive properties of the 
iodine in IODEX. At the same time the analgesic action in- 


herent in the methyl salicylate eases the intensity of localized 
pain. 


. MASSAGE ALONE 


maintains nutrition, promotes metabolism, prevents adhesions 
and restores strength to weakened muscles. 


MASSAGE with |IODEX cum METHYL SALICYLATE 


provides longer and increased period of hyperemia due to the local 
capillary action of the iodine molecule in IODEX. 


The iodine in IODEX is loosely combined with the unsaturated 
fatty acid, oleic acid. When massaged into the skin the iodine 
splits off slowly, thereby providing effective prolonged medication. 


PACKAGED: 
1 - 4 - 16 oz. jars and 1 oz. tubes. 


Samples cheerfully 
sent upon request. 


MENLEY. & JAMES, LTD., 70 West 40 Street, New York 18 
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extra help 
in your 
office? 


SW Y 


USE... 


Bactine 


Brand ¢ Reg. U.S. Pat. Off. 


Bactine does many jobs as bactericide, fungicide, 
deodorant and detergent. Its modern formula gives you 
MO d ern extra help that saves you time in office, hospital or clinic. 
Bactine is a hard worker. Powerful bactericide and 
fungicide. Keeps surfaces antibacterial for hours. Effective 


powe rf ul detergent-cleanser. Destroys odors. 


Bactine is pleasant to work with. Gentle to skin. 
Does not stain. Leaves clean, fresh odor. 


yet Y entle Bactine does many chores. Excellent first-aid measure. 


Disinfectant for instruments, thermometers, needles, syringes. 
Sterile storage for instruments. Surgical scrub and 


antis eptic skin prep. Detergent-cleanser, deodorant for work 


surfaces and equipment. 
Write for clinical supply and literature. 


Bactine: 1-gallon, 1-pint, 6-ounce and 1%-ounce bottles. 
At all pharmacies. 


MILES LABORATORIES, INC-ELKHART, INDIANA 
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(POWDERED CAROB FLOUR) 


Positive 


Employed as the sole medication, Arobon quickly controls the simple 
diarrheas so frequently encountered in patients of all ages. Prepared 
from specially processed carob flour, it provides a high natural content 
of pectin, lignin, and hemicellulose. Its water-bincing action promptly 
leads to formed stools, and the occluding activity of its contained pectin 
and other complex carbohydrates binds and removes offending toxins 
and bacteria. Arobon is pleasant to take and tends to counteract the 
nausea associated with diarrhea. 


No Interference with Antibiotic Absorption 


Clinical studies have shown that Arobon does not interfere with the 
absorption of orally administered broad spectrum antibiotics. Hence it 
can be given to advantage in the specific dysenteries in conjunction 
with antibiotic therapy for its valuable action upon intestinal motility. 
The average single dose for adults is 2 tablespoonfuls in 4 oz. of milk, 
and for children, 1 tablespoonful in 4 oz. of milk, for infants, 2 tea- 
spoonfuls in 4 oz. of water or skim milk and boiled 

for 4 minute. 


Arobon is available in 5 oz. 
bottles at all pharmacies. 


THE NESTLE COMPANY, INC. 


WHITE PLAINS, NEW YORK 


October, 1952 


| 
2a 
: 
-AROBOW 


This is the first lipotropic product to provide 
the advantages of betaine in addition to 
choline, liver and B12 in a pleasant-tasting 


liquid or an easy-to-swallow capsule 


EACH TABLESPOONFUL contains : 


... (3000mg.) 3Gm. 
210 mg. 
Liver Fraction 1 N.F. .. 210 mg. 


Stuart 
Lipotaine 


BETAINE 
CHOLINE 
LIVER FRACTION ! 
VITAMIN 


Lipotaine 


SETAINE 
CHOLINE 
VITAMIN 


| = 
3 
Vitamin Biz 
hi (USP Crystalline) .. 12 mcg. 
= EACH CAPSULE contains: 
_ Betaine* .......... 333 mg. 
Desiccated Liver N.F... 35 mg. 
Vitamin Biz 
(USP Crystalline)... 2 mcg. 
*Active material 
AT 
~ 
| > 


This is the product for obesity 
control which provides all 5 important 


factors in one small capsule 


5 mg. Dextro-Amphet- 
amine Sulphate 
to inhibit appetite 


gr. Phenobarbital 

to offset nervous 

| stimulation 

Stuart a 3 200 mg. Methyl- 
Amvicel cellulose to provide 

needed bulk 


EXTRO. AMPHETAMINE 


PHENOBARBITAL 
%GRPERCAPSULE 
(Warning: May be habit forming) 


MINERALS 4 9 Vitamins* 
to provide protective 
amounts of important 
comPAMY nutrients 


5 8 Minerals* 


*Vitamins: A, 1700 USP units; D, 170 USP units; C, 25 mg.; Bi, 1 mg.; Bz, 1 mg.; Niacin Amide, 10 mg.; 
Be, 0.15 mg.; Biz, 1 mcg.; Calcium Pantothenate, 1.5 mg. Minerals: Calcium, 40 mg.; Phosphorus, 30 mg.; 
Iron, 3 mg.; Copper, 0.25 mg.; Iodine, 0.05 mg.; Cobalt, 0.167 mg.; Manganese, 0.33 mg.; Zinc, 0.1 mg. 


: 

3 

aif 


“built in” tolerance 
“built in” tolerance 
“built in” tolerance 
“built in” tolerance 


“built in” tolerance 


“built in” tolerance 


Irocine is virtually free from gastric 
distress, constipation, diarrhea, and 
other disturbing side-effects because its 
iron is supplied in the form of Iron 
Sodium Malate (protected by 

U.S. Patent 2,503,781). 


SAFER IRON therapy 
SAFER TRON therapy 


q' to 1 meg.), plus 
copper sulfate U.S.P. (4 mg.), plus desiccated liver 
NF. (200 mg.), plus thiamine hydrochloride U.8.P. 
(0.17 mg.), plus vitamin D (67 U.S.P. units): 


A Trusted Name Since 1860 


SAFER IRON therapy 
SAFER IRON therapy 
SAFER IRON therapy 
SAFER IRON therapy 


New—Just Published! 


RITVO and SHAUFFER-— 
Gastrointestinal X-Ray Diagnosis 


By Max Ritvo, M.D. 


Assistant Professor of Radiology, Harvard Medical School; 
Instructor in Radiology, Tufts Medical School 


New. It is now generally accepted that no clinical 
examination of the alimentary tract is complete with- 
out roentgen studies. In this splendidly illustrated 
new book, the authors discuss lesions of the gastro- 
intestinal tract and its related viscera, with emphasis 
on the description and evaluation of roentgen diag- 
nosis. Technical aspects are described in detail and 
clinical findings are given where they are considered 
necessary for a complete understanding of the subject. 


Washington Square 


and 


New. 838 Pages, 7” x 10”. 470 Illustrations, 2 in Color. $20.00 


LEA & FEBIGER 


I. A. SHAUFFER, M.D. 


Instructor in Radiology. Harvard Medical School and 
Tufts Medical School 


The material presented is largely from the files of the 
Boston City Hospital and from the authors’ private 
practices. This useful work thus represents experi- 
ences of more than 30 years devoted to the practice 
of roentgenology as applied to the diagnosis and treat- 
ment of disease. Separate chapters are included on 
the pharynx, stomach, duodenum, jejunum and ileum 
colon, appendix, gallbladder, the pancreas, spleen, 
mesentery, omentum, peritoneum and abdomen. 


Philadelphia 6, Pa. 


1 MI | 
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PET MILK y 


© 


provides adequate vitamin D for growth . .. 


your freedom to prescribe additional Vitamin D 
as indicated. 


Physicians who recommend Pet Evaporated 
Milk know that the babies in their care—re- 
gardless of economic status— get automatic 
protection against Rickets. This ancient dis- 
ease has been all but wiped out by the addition 
of Vitamin D to milk... especially evaporated 
milk, because of its widespread use in infant 
feeding. 

With Pet Milk, containing the recommended 
400 units of pure crystalline Vitamin D3 per 
reconstituted quart, babies get an amount suffi- 
cient for rickets prevention and best growth, 
but an amount which does not interfere with 


PET MILK COMPANY 
1464-K ARCADE BLDG. 
ST. LOUIS 1, MO. 


With Pet Milk, you have the further assurance 
that babies in your care get basic Vitamin D 
protection...even if mother forgets the addi- 
tional vitamin supplement. 


Yet Pet Milk, the original evaporated milk, costs 
less than any other form of milk—far less than 
special infant feeding preparations! 


So continue to recommend Vitamin D milk— 
Pet Milk—for babies. It’s one reason, even 
during winter months, you no longer worry 
about rickets. 


FAVORED FORM 
OF MILK FOR 
INFANT FORMULA 
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New Books 


New Fourth Edition 
Herrmann’s DISEASES OF THE 


HEART AND ARTERIES 


Everything of importance—without sacrifice of scope—between the covers 
of one book on the heart and arteries. 


Based on Herrmann’s lectures on cardiology at the University of Texas, and 
upon years of experimental work, the book represents his own experiences in 
the application of the discoveries in diseases of the heart and arteries up to the 
present time. 


Herrmann’s many teaching years have equipped him with a real facility for 
getting to the point quickly and a propensity for knowing where to place em- 
phasis and how to distinguish and clarify fundamental clinical facts. Over 100 
new illustrations have been added to this edition—in addition to an enormous 
amount of new material. 


Herrmann’s book is an excellent guide to the study of the disorders of the 
heart, arteries, and the circulation—logically arranged—concise in presenta- 
tion—and built upon the fundamental facts of physiology, pathology, pathy- 
siology and pharmacodynamics. There is no finer source for a quick, clear-cut 
grasp of the many aspects of cardiovascular disease. 


By GEORGE R. HERRMANN, M.S., M.D., Ph.D., F.A.C.P., Professor of 
Medicine, University of Texas. Fourth Edition. 652 pages, 215 illustrations 
(4 in color). Price, $12.50. 


SYNOPSIS OF OBSTETRICS 
New Fourth Edition 


In revising the book, some old material has been deleted and other sections 
have been rewritten and expanded—particularly those concerned with the early 
life of the ovum, endocrine physiology, Rh isoimmunization, regional anesthesia, 
roentgen pelvimetry, and pregnancy toxemia—expressing the most modern con- 
cepts of obstetrical practice. Brief, but very well done, Litzenberg’s work (re- 
vised in this edition by Charles E. McLennan, M.D. of San Francisco) is a very 
handy book on the many problems of this vast and important specialty. 


By JENNINGS C. LITZENBERG, F.Sc., M.D., F.A.C.S., Late Professor 
Emeritus of Obstetrics and Gynecology, University of Minnesota Medical 
School; revised by CHARLES E. McLENNAN, M_.D., Professor of Obstet- 
rics and Gynecology, Standford University School of Medicine, San Fran- 
cisco. 378 pages, 157 illustrations. Price, $5.50. 


THE C. V. MOSBY COMPANY 
3207 Washington Blvd. 
St. Louis 3, Missouri 
Please send me: 
Herrmann’s Diseases of the HEART AND ARTERIES—4th Ed.—$12.50 
Litzenberg-McLennan Synopsis of OBSTETRICS—4th Ed.—$5.50 


(0 Enclosed find check. () Charge my account. 


AOA 10-52 
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How this Man Helps Protect Your 
Recommendation of Carnation 


HE’S A CARNATION FIELD MAN...a skilled animal husbandry 
specialist. As an expert guardian of Carnation quality, he 
makes periodic inspections of dairy farms that supply 
milk to Carnation plants. He checks herds, equipment, 
sanitary conditions...rejects milk that fails to meet Car- 
nation’s high standards. In this way he, and 150 others 
like him, help protect your recommendation of Carnation. 


Carnation Gives Your Recommendation This 
5-WAY PROTECTION 


1. Carnation constantly improves the raw milk supply. Cattle from 
world champion Carnation bloodlines are distributed to dairy 
farmers throughout the country to improve the quality of the 
milk supplied to Carnation evaporating plants. 


2. Carnation processes ALL milk sold under the Carnation label. 


From cow to can it is processed with prescription accuracy in 
Carnation’s own plants under its own supervision. 

3. Carnation quality control continues even AFTER the milk leaves 
the plant. To be sure of freshness and highest quality, Carnation 
salesmen use a special code control in making a inspec- 
tions of dealers’ stocks. 

4. Carnation Milk is everywhere. Mothers can get Cumatien Milk 
wherever they travel...in virtually every grocery store in 
every town in America. 


5. Carnation accepts only high quality milk for processing. This 
quality is assured through the vigilance of such Carnation Field 
Men as the man above. 


“The Milk Every Doctor Knows” 


Journal A.O.A. 
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DOUBLE-RICH in the 


values of whole milk 


TIFIED with 400 units | 


of vitamin D per pint 


HEAT-REFINED for easier 


digestibility 


STERILIZED in the sealed > 


can for complete safety 


—— 
(ai Nati 
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Dy, 
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Clinical Source Books in General Medicine 


SIGNS AND SYMPTOMS: Applied Pathologic Physiology and Clinical Interpretation, Edited by 
Cyrit M. MacBrype, M.p. With 26 Contributors. 
Approaches diagnosis in the same manner as the physician must when confronted by an 
ailing patient. Completely redesigned and reset in a 6" x 9" format for ease of handling. 
783 Pages. 98 Illustrations. 2nd Edition. $10.00 


DISABILITY EVALUATION, by Eart D. McBripe, m.p. 
The reliable standard work on evaluation of injury and extent of functional loss in 
relation to economic capacity of the patient. About 700 Pages. Over 450 Illustrations. 
5th Edition in Active Preparation. $15.00 


*BIOCHEMISTRY FOR MEDICAL STUDENTS, by Wittiam V. THorPE, M.A., PH.D. 
This book directs its presentation to the clinical application of biochemistry to medicine. 
Material on amino-acid content of proteins, isotopes, vitamins, hormones, enzymes, 
and the Tricarboxylic Acid Cycle. 5th Edition, 528 Pages. 41 Illustrations. $6.00 


ESSENTIALS OF PUBLIC HEALTH, by Wituiam P. Sueparp, M.p., and Collaborators. 
A condensed handbook useful for the physician engaged in private practice. A simple, 
clear, well-rounded picture of this field and the various agencies connected with it. 
2nd Edition. 604 Pages. 21 Illustrations. $6.50 


*CLINICAL METHODS, by Sir Ropert Hutcuison, M.p., and DonaLp Hunter, M.D. 
A practical handbook describing those methods of clinical examination which bring proper 
and efficient diagnosis. 12th Edition. 484 Pages. 110 Illustrations, 18 in Color. $5.00 


*DISEASES OF THE HEART AND CIRCULATION, by Pau. Woop, m.p. 
A new type of work on the management of the cardiac patient, directed to the general 
practice of medicine. Stresses diagnosis and treatment. Ist Edition. 589 Pages. 348 
Illustrations. $12.50 


*THE PRACTICE OF ENDOCRINOLOGY, by Raymonp GREENE, M.D. 
A complete, useful and practical book on endocrinology with the emphasis on diagnosis 
~ and treatment. 2nd Edition. 389 Pages. 81 Illustrations, 3 in Color. $12.50 


*HANDBOOK OF DISEASES OF THE BLOOD, by A. Piney, m.p. 
Depicts hematology as primarily a clinical “bedside” subject with daily applications to 
medical practice. Ist Edition. 213 Pages. 23 Illustrations, 12 in Color. $5.00 


* Available in the U.S.A. only. Prices subject to change without notice. 


4. B. LIPPINCOTT COMPANY, East Washington Square, Philadelphia 5, Pa. 
Please enter my order and send the books listed below: 
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THE 


PROTOPECTINS... 


and their valuable influence 
on Intestinal Tract Physiology 


Protopectins, the native form in which pectin exists in certain fruits, can produce 
many favorable changes in the functional activity of the intestinal tract. These 
complex carbohydrates readily undergo conversion to pectin in the stomach. 
After passing into the intestine, the liberated pectin enhances many physiologic 
mechanisms through its colloidal, chemical, and antibacterial properties. 

Daily ingestion of sufficient protopectins can lead to many physiologic 
benefits. An orange a day is a pleasant, generous source of these remarkable 
substances. In California oranges, protopectins are found in the juice sac walls, 
the fibrovascular bundles, and the segmental walls; the juice contains compara - 
tively little. 


A Better Intestinal Environment 


Because of their organic acid content, pectins tend to lower intestinal pH. Thus 
they favor the suppression of the growth of intestinal pathogens, i.e., they exert 
a bacteriostatic effect. Proliferation of normal intestinal inhabitants, however, is 
encouraged by the release of lower fatty acids and galacturonic acid. The col- 
loidal pectinous mass is soothing and demulcent in action, physically adsorbing 
intestinal toxins, thus proving valuable in the prevention of both diarrhea and 
constipation. 


Improved Nutrient Absorption 


Daily intake of protopectin encourages better absorption of essential nutrients. 
This action is accomplished through a lowering of pH of the intestinal contents, 
a factor upon which absorption of many nutrients is to a large extent dependent. 
In the case of calcium, iron, and certain vitamins, this mechanism particularly 
comes into play. Thus by favoring optimal acidity of the intestinal contents and 
by exerting a protective ac- 
tion on the intestinal wall, 
pectin enables the organism 
to make better use of non- 
caloric nutrients such as vitamins and minerals, 

without leading to weight gain. 


Sunkist Growers - Los Angeles, California 


A practical, healthful source of protopectins ist 
Coollfornia Ceangas 


\ 
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you NEED X-Ray 
NO SUPPLIES 


oldest name in X-ray 


THIS NEW 


FREE! 


The widest, most complete range of Accessories and 
Supplies available . . . at your fingertips! New 1953 
KELEKET Accessories & Supplies Catalog. 


WRITE FOR YOUR FREE PERSONAL COPY OF THIS 
TIME-SAVING CATALOG TODAY! 


... have it in your files for ready reference... 102 pages 
with easy-to-find, easy-to-understand data on practically 


every X-ray accessory and supply item available. 


KELEKET X-RAY CORP. 
201-10 W. 4th Street 
Covington. Kentucky 


Please send my free copy of the 1953 KELEKET A 
Catalog. 


KELEKET 


X-RAY CORPORATION 
201-10 W. 4th ST., COVINGTON, KENTUCKY 


You are cordially invited 


to visit the KELEKET Exhibit 

at the American College of 

Osteopathic Surgeons and Radiologists 

Clinical Assembly, Silver Anniversary Meeting 
Booths 13-14 

Neil House, Columbus, Ohio, October 27-30, 1952 
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* SYMPTOMS 


The headache, vertigo, dyspnea and 
malaise associated with severe hyper- 
tension can be promptly controlled or 
greatly mitigated by Solution Intra- 
muscular Veriloid. This intramuscularly 
administered hypotensive agent leads to 
a prompt, sustained, and significant fall 
in blood pressure, providing welcome 
relief from distressing discomfort. 

A single injection of Solution Intra- 
muscular Veriloid lowers the blood pres- 
sure for 3 to 6 hours. In many instances, 
symptomatic relief persists for consider- 
ably longer periods. Through repeated 
injections, the arterial tension may be 
depressed for many hours or even days. 
Thereafter, suitable oral medication 
may be employed. This hypotensive 
agent is indicated in hypertensive states 


olution 


accompanying cerebral vascular disease, 
malignant hypertension, hypertensive 
crises (encephalopathy), toxemia of 
pregnancy, eclampsia and pre-eclampsia. 

Solution Intramuscular Veriloid, con- 
taining 1 mg. per cc. of alkavervir in 
buffered isotonic saline solution, drops 
the blood pressure by central action. It 
has no influence on ganglionic activity 
and has no direct relaxing action on the 
blood vessels. Alkavervir, a unique frac- 
tion of the hypotensive alkaloids derived 
from Veratrum viride, is biologically 
standardized in dogs for hypotensive 
potency. 

Solution Intramuscular Veriloid is 
supplied in boxes of six 2 cc. ampuls. 
Complete instructions for use accom- 
pany each package. 


INTRAMUSCULAR 


RIKER LABORATORIES, INC. 


8480 Beverly Bivd., Los Angeles 48, Calif. 


BRAND OF ALKAVERVIR 
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Sealy announces 
a new professional 
discount on the 


FIRM-O- 


 innerspring | 
mattress 


Osteopathic physicians have: made 
a significant contribution to our 
national health in insisting on finer, more 
resilient bedding . . . bedding with the 
characteristics of the superb Sealy 
Firm-O-Rest Posturepedic Mattress. 
Now . . . to introduce Osteopathic 
physicians personally to the super- 
lative comfort of this mattress, 
Sealy establishes a special pro- 
fessional discount on the 
Sealy Posturepedic when 
purchased for the doctor’s 


personal use only. Discover . . . 
at substantial savings . . . the 
relaxing resiliency . . . the superior 


support of exclusive Sealy “spine- 
on-a-line” sleeping comfort! 


SEALY, INC. * 666 Lake Shore Drive 

Chicago 11, Illinois 

Gentlemen: Please send me without charge: 

——Copies of “The Orthopedic Surgeon Looks at Your 
Mattress” 


x 
* _ Copies of “4 Surgeon Looks at Your Child’s Mat- 
tress” 


KE SLEEPING @ ON A CLOUD! 


NAME — 
ADDRESS. 
CITY. _ZONE. STATE. 


SINCE 1881—FACTORIES IN PRINCIPAL CITIES 


LAKE SHORE DRIVE CHICAGO, ILLINOIS 
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S.J. TUTAG & CO. Phaumaceuticals 
19180 MOUNT ELLIOTT AVENUE 
DETROIT 84. MICHIGAN 


— THE ASPIRATORS 
4 You Can Depend On! 


FOR HEAVY DUTY 
Such as Polio Cases . 


The Gomco No. 791 Heavy Duty Aspirator provides 
regulated suction to 25” of mercury—sturdily built 
precision unit for the most prolonged periods of 
aspiration. A “must” for polio cases where swallowing 
reflexes are affected. 


CONTROLLED ASPIRATION 
When and Where You Need 7. 


This compact Gomco No. 789 Portable Aspirator 
weighs only 18 pounds and is adjustable from 0” to 
20” of suction. Ideal for polio cases, post-operative 
work, urological and bronchoscopical suction. Have 
your dealer show you how quietly and efficiently 
these Gomco Aspirators work! 


Write Today 
: for New 
General Catalog 
SURGICAL MANUFACTURING ‘CORP. H-5! 


€. FERRY STREET BUFFALO 11, N. Y. 


; ctober, 1952 
% 
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| 
Require, 
0 MO \\ Diets, Loxatives, 
riche er *tabolic Stim. 
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PHOSPHORATED CARBOHYDRATE SOLUTION! 
a safe, pleasant-tasting, oral antiemetic 


effective in 6 out of 7 cases of functional 

vomiting’ . . . reduces gastrointestinal smooth 

muscle contractions physiologically... con- 1. Bradley, AE, ot ol. 
~ tains no antihistaminics, barbiturates, or other J. Pediat. 38:41, 1951; 

idem: Amer. Acad. 

drugs . . . also useful in nausea of PFEQNANCy, —pagiat, meeting Oct. 

and for drug- or anesthetic-induced vomiting _ 16, 1951. 

IMPORTANT: EMETROL is stabilized at an Supplied: 

optimal physiologic pH level. Dilution would _‘'" bottles of 3 

upset this careful balance. For this reason, a 

EMETROL is always taken straight, and no i. everywhere 

fluids of any kind are allowed for at least 

15 minutes after administration. 


(Aerrrrex?’ write for complete literature 


KINNEY & COMPANY «+ COLUMBUS «INDIANA 
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*TWO-FOLD SERVICE— 


To The Profession 


. Professional Foods continue to do their honest best to predicate 
the needs of the Osteopathic profession in correcting basic and 
fundamental 


NUTRITIONAL TROUBLES 


*Since the troubles arise largely in the *We offer a complete and basic evalua- 


CHRONIC PATIENT, we have tion for the CHRONIC PATIENT at 
planned our products to aid the doctor a considerable financial savings in order 
of this patient. that treatment for the CHRONIC 


can be directed properly 
rom the start. 

b ROFESSIONAL Write for added information. 
FOO DS 219 First St. S.W., Cedar Rapids, lowa 


ULCER 


One in Ten Have— 
Have Had or Will Have Peptic Ulcers 


ny FOR GASTRIC HYPERACIDITY 


FOR QUICK, LONGER LASTING RELIEF 


DOES NOT INDUCE ANOREXIA — CONTAINS NO SODA — NO ALUMINUM HYDROXIDE 


PRESCRIBED BY PHYSICIANS EVERYWHERE 


NOT EXPENSIVE 


Start the Patient on 2 Level Teaspoonfuls in '/. Glass of Water, Preferably Warm or Hot, 
Both Before and After Meals and at Bed-Time—Also Between Meals if Necessary. 


ALSO EXCELLENT FOR NAUSEA OF PREGNANCY 


CA-MA-SIL CO. + 700 Cathedral Street - Baltimore 1, Md. 
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A professional vote would elect RIASOL for local treat- 
ment of psoriasis. Druggists from coast to coast are 
reporting a steady increase in the number of RIASOL 
prescriptions. 


Physicians have learned by clinical experience that 
RIASOL usually clears up or greatly improves the ugly 
skin patches in an average period of 8 weeks. After 
that, recurrence is often minimized by continued 
applications. 


Unlike many other products, RIASOL is fully effective 
in all types of psoriasis. It reaches and treats the actual 
cutaneous lesions located in the deeper epidermal 


layers. 


RIASOL contains 0.45% mercury chemically combined 
with soaps, 0.5% phenol and 0.75% cresol in a 
washable, non-staining, odorless vehicle. 


Apply daily after a mild soap bath and thorough dry- 
ing. A thin invisible, economical film suffices. No 
bandages required. After one week, adjust to patient's 
progress. 


Ethically promoted RIASOL is supplied in 4 and 8 fid. 


oz. bottles at pharmacies or direct. 


MAIL COUPON TODAY— 
TEST RIASOL 
YOURSELF 


After use of Riasol 


SHIELD LABORATORIES 
12850 Mansfield Ave., Detroit 27, Mich. 


Please send me professional literature and generous clinical package of RIASOL. 


fia r P CSORIASI 


TH 
— 
=< 
Before use of Riasol 
—— 
| 

— 

DOL, A 

~ 


without a diaphrag 


a GEL with applicator 
for simple, dependable contraception 


VAGINAL JGEL 


with measured-dose applicator 


PRECEPTIN vaginal gel contains the active 
spermicidal agents p-Diisobutylphenoxy- 
polyethoxyethanol and ricinoleic acid in 
a synthetic base buffered at pH 4.5. 


Ortho Pharmaceutical Corporation ; 
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THE NATIONAL MENTAL HEALTH PROGRAM 


In 1948, less than half of the States in the United States 
had mental health programs to meet the needs of the emo- 
tionally or mentally maladjusted, and to maintain mental health. 

In 1951, all States had such programs and were spending 
almost $2 to every $1 contributed by the Federal Government. 
This ratio was $1 to $1 in 1948. In 1951, Public Health 
Service grants to the States of $3.5 million were almost 
doubled by State and local funds totaling $7,296,000. These 
funds—almost $11,000,000 plus $1,000,000 of private funds— 
were spent for community clinic services, and for educational 
and‘consultant services. These control efforts, which, on the 
basis of present psychological and psychiatric knowledge, fre- 
quently succeed in preventing adjustment difficulties from 
becoming serious mental health problems, are being constantly 
expanded. A suggested State draft act which the Institute 
prepared in the fall of 1950 has become the basis for revisions 
made by a number of State legislatures in their laws gov- 
erning mental health. In addition, at the request of State 
governors, the Mental Health Institute has provided consulta- 
tive services to 23 psychiatric hospitals and institutions in 
Illinois, Colorado, and South Dakota. Their recommendations 
have been utilized for the improved hospital care of the 
mentally disturbed. 


The National Institute of Mental Health also maintained 


close cooperative working relationship with the States on two 


growing national problems—alcoholism and drug addiction. 
Through special grants made by the Institute, the services 
of qualified organizations were used to secure further knowl- 
edge about the social and psychological conditions conducive 
to drug addiction among minors. In June 1951, a conference 
of several constituent units of the Federal Security Agency . 
was sponsored by the National Institute of Mental Health 
to survey current knowledge of the problem and to plan a 
coordinated program of action. 


In cooperation with State and local agencies, the problem 
of alcoholism was surveyed throughout the country as a 
preliminary step toward developing a program for its control. 
A special project grant was made to the Yale Center of 
Alcohol Studies to support a comprehensive survey of exist- 
ing research on the problem of alcoholism and methods of 
education and treatment to combat it. 


MENTAL HEALTH PERSONNEL 


To develop the training of specialized personnel in all 
areas of mental health—now inadequate to meet the need—the 
Mental Health Institute has been able to provide 186 training 
grants to various non-Federal universities and institutions to 
promote the expansion of graduate teaching programs_ in 
psychiatry, clinical psychology, psychiatric social work, psy- 
chiatric nursing, public mental hygiene, and neurology. 


Grants were awarded to 42 medical schools to provide 
undergraduate psychiatric education. Other grants were made 
to finance five institutes for public health officers, nurses, 
psychologists, and psychiatrists in public health mental hy- 
giene, and a conference on undergraduate psychiatric education 
sponsored by the American Psychiatric Association. 


RESEARCH ACTIVITIES 


While the full development of the Public Health Service's 
program of research in mental health awaits the completion 
of the Clinical Center with its laboratory facilities, plans for 
its expansion are now being crystallized. The recent appoint- 
ment of Dr. Seymour S. Kety as scientific director for both 
the Mental Health Institute and the National Institute of 
Neurological Diseases and Blindness emphasizes a research 
approach which will explore both the organic and functional 
bases of mental and neurological disorders. 


Cooperative research projects were conducted with other 
institutions. At the Worcester Foundation for Experimental 


*Reprinted from “Annual Report of Federal Security Agency, 
Public Health Service, 1951.” 
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Biology, for example, scientists of the Foundation and sci- 
entists from the Mental Health Institute studied the output 
of adrenal cortical hormones in normal groups and in groups 
of schizophrenic patients in an attempt to assess the role 
of the adrenal cortex in mental disorders. 


DRUG ADDICTION 


Research on barbiturate and drug addiction at the Addic- 
tion Research Center of the Public Health Service Hospital 
at Lexington, Ky., continued to yield significant results. 
Study was continued on the development of synthetic anal- 
gesics as substitutes for morphine. Battlefield experience in 
Korea confirmed the value of methadon as a valuable anal- 
gesic which could be given by mouth. The development of 
methadon frees the United States from dependence on imports 
of foreign opium—from which morphine is derived—a matter 
of considerable importance in event of total war. Experi- 
mentation at Lexington, Ky., also demonstrated that with- 
drawal effects following barbiturate addiction included 
epileptic-like convulsions and psychoses. 


RESEARCH GRANTS PROGRAM 


Under the Mental Health Research Grants program, 
several other important findings have been made in the past 
year. One of the studies in psychosomatic medicine has 
revealed a significant correlation between personality charac- 
teristics and the rates of pepsinogen. secretion in patients 
suffering from duodenal and peptic ulcer and from pernicious 
anemia. Another project has revealed important facts relative 
to behavioral contagion among groups of emotionally disturbed 
children, and the data are being used to develop new tech- 
niques of childhood social adjustment. 


NEUROLOGICAL DISEASES AND BLINDNESS 


The National Institute of Neurological Diseases and 
Blindness, established in the summer of 1950, has already 
initiated its program of medical research grants and a pro- 
gram of fellowships and traineeships to support the training 
of qualified personnel for fundamental research and investiga- 
tion of more effective methods for treatment and rehabilitation 
in the crippling neurological diseases. 


GRANTS FOR TEACHING AND RESEARCH 


Because no ‘funds were available for the operation of the 
new institute’ during fiscal year 1951, grants in neurological 
diseases and blindness were made and administered through 
the National Institute of Mental Health and its Advisory 
Council. Fifty research grants were made in the amount of 
$490,000 for studies in neurophysiology, neuropathology, neuro- 
anatomy, and specific problems concerning diseases of the eye. 
In addition, the Research Grants Division, through the Na- 
tional Advisory Health Council, which recommends grants 
for general medical research, supported projects in these areas 
in the amount of $350,000. 

To support the teaching of neurology—a field which is 
short of both clinicians and investigators—the National Insti- 
tute of Mental Health made $77,881 available for teaching 
grants. Many of these research and teaching projects will 
be assumed by the new Institute in 1952. They represent a 
well-rounded attack on many specific problems such as 
cerebral palsy, epilepsy, multiple sclerosis, glaucoma, and 
cataracts, as well as many basic problems about the brain, 
spinal cord, and neuromuscular systems which are fundamental 
to an understanding of the causes of these as yet incurable 
disorders. 

The National Institute of Neurological Diseases and 
Blindness in fiscal year 1952 will have $1,015,000 available for 
grants in medical research and $51,400 to award for fellow- 
ships. These funds will aid promising students at various 
universities and institutions who are seeking their masters’ 
degrees or doctorates in neurology and ophthalmology, or 
who are doing postdoctorate work in these fields. Another 
$36,000 will be available for support of traineeships for 
qualified physicians, professional personnel, and others seeking 
specialized training in neurological rehabilitation. 


Conception Control 


Ortho Kit® 


contents: Ortho-Gynol® vaginal jelly 
(regular size tube) 

Ortho® Creme vaginal cream (trial size tube) 

Ortho® Diaphragm (coil spring) } 55 mm. to 

Ortho® Diaphragm Introducer ) 95 mm. 


Ortho” White Kit 


contents: Ortho-Gynol vaginal jelly 
(regular size tube) 

Ortho Creme vaginal cream (trial size tube) 

Ortho®-White Diaphragm (flat spring) 

55 mm. to 95 mm. 


with the most 
widely prescribed 
vaginal jelly and cream 
Ortho-Gynol vaginal jelly —ricinoleic 
acid 0.75%, boric acid 3.0%, oxyquino- 
line sulphate 0.025%, p-Diisobutylphe- 
noxypolyethoxyethanol 1.00%. 
Ortho Creme vaginal cream —ricinoleic 


acid 0.75%, boric acid 2.0%, sodium 
lauryl sulphate 0.28%. 


‘Ortho Pharmaceutcol Corporation 


| | 
COMPLETE UNITS 
* 
Q 
4 
x 
of A a" 
aly 
> 
% 
é 
a 
Ortho 


Freedom 


from” 


Vaginal 


DISCHARGES 


Chior vaginal suppositories 


Minimize Pain ‘amie Discomfort 
Promote Healing 

Prevent and Control 
Maintain Normal Acidity 


“Bach Suppository Contains: 


Chlorophyll {Oil Soluble)... 0.24 gr. 

Sulfadiazine 2.0 grs. 

Sulfamethazine ........ 2.0. grs 


In Vaginal and Cervical Infections, Post-Partum and Gynecological Surgery 


| olumbus 
macal 
7S The Columbus Ph I hi 
as e Columbus Pharmacal Co., Columbus 15, Ohio 


The Journal of the 
American Osteopathic Association 


PUBLISHED MONTHLY BY THE AMERICAN OSTEOPATHIC ASSOCIATION 


Vol. 52, No. 2 


212 East Ohio St., Chicago 11, IIl. 


October, 1952 


CopyriGHT, 1952, By AMERICAN OSTEOPATHIC ASSOCIATION 


Principles of Vertebral Manipulation in the Cervical Area* 


DAVID HEILIG, B.A., D.O. 

Associate Professor and Acting Chairman, 
Department of Osteopathic Principles and Techniques, 
Philadelphia College of Osteopathy 
Drexel Hill, Pa. 


INTRODUCTION 

“The neck . . . is more subject to injury than any 
other part of the body.” Clark proceeds to list etiologic 
factors of cervical lesions including the effects of 
childbirth, dental extractions, occupations, sudden 
turns, and improper treatment. Throughout life there 
are repeated direct or primary traumas, strains, and 
congestion effective at this area. In addition, as a result 
of compound effects of altered muscle pull and body 
balance, this area, so far from the weight-bearing base, 
is constantly suffering from the effects of postural 
strains. 

Postural strain begins with the elevation of the 
baby’s head and is further complicated when the infant 
attempts the erect position. Alterations at the sacral 
base or in the lumbar segments are responsible for the 
marked compensatory effects in the dorsal area, but 
these effects are far from restricted to the dorsal area. 
The tendency for rotational strain to occur at the 
transitional vertebral levels in all areas as part of a 
compensatory mechanism has been emphasized by 
Dunnington.? McWilliams® has suggested a pattern of 
lesions falling in lumbar, dorsal, and cervical areas. 
Pratt* mentions the preponderance of a correlation 
between the position of the atlas and the fifth lumbar 
vertebra. Proper treatment of the cervical area includes 


consideration of all such underlying factors with proper . 


treatment at all levels. 

Not only are there articular and_periarticular 
changes responding to gravitational pulls, but the 
widespread effects of altered muscle activity of certain 
special groups and individual muscles will be reflected 
in the cervical areas. Such factors would include 
changes within the trapezius with its extensive attach- 
ments from skull to shoulder to dorsal spine; the 
scalene muscles with effects of respiration, shoulder 
motion, et cetera; the effects of the latissimus dorsi 
on shoulder mechanics ; effects of changes in the rhom- 
boidei and levatores scapulae ; the less emphasized but 
powerful leverage of the abdominal muscles and inter- 
costals acting on the long levers of the ribs to distort 
the thoracic cage and again alter the structural basis 
of the cervical column.’ Incidentally, a consideration 


*Presented at the Teaching Sessions, Fifty-Sixth Annual Convention 
of the American Osteopathic Association, Atlantic City, N. J., July 16, 
1952. 
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of the areas of innervation of the affected muscles will 
be perhaps far more important than consideration of 
the gross changes in the muscles since muscles behave 
largely as they are instructed by the nervous system. 

Manipulative procedures directed to the dorsal 
areas frequently relieve effects which might be con- 
sidered due more to reflexes than actual muscle 
relations. Judovich and Bates® describe segmental 
neuralgias related to the brachial ‘plexus associated with 
pressure points of tenderness from the fifth cervical 
to the second dorsal. They state that nerve irritation 
at the first and second dorsals may produce pain 
symptoms through the cervical area as high as the 
axis, along with more typical symptoms of brachial 
plexus involvement.’ Korr* and his coworkers have 
shown that stimulation at nearby areas will set off 
increased reactions at the level of the “facilitated” 
segment and this behavior might be demonstrated 
in the cervicodorsal area. 

We consider this evaluation of related areas, the 
entire structural evaluation of the patient plus proper 
history, physical examination, and laboratory evalua- 
tions—all proper principles of cervical management 
to the end that we may know the patient and his 
condition. 

TYPES OF CERVICAL MANIPULATION 

Types of manipulation will vary somewhat ac- 
cording to the areas and structures to be treated, and 
thus we might classify cervical manipulation according 
to vertebral levels, or cervical areas such as posterior, 
lateral, anterior, suprahyoid, et cetera. The manner 
of manipulation would include: (1) soft-tissue manipu- 
lation with its subdivisions of superficial and deep 
lymphatic drainage and venous drainage, muscle relaxa- 
tion, and other possible effects of reflex stimulation; 
(2) geriatric or “springing” type of ligamentous and 
joint manipulation or passive motion; and, finally, (3) 
active normalization or “thrust” technic. 

This reiteration of an obvious classification is to 
suggest that each type of manipulation has a definite 
application. The treatment of the individual must be 
based on an evaluation of the location and nature of 
the lesion processes with particular attention to the 
components of the lesion process as well as considera- 
tion of all the physiologic processes and the peculiari- 
ties of the patient, inasmuch as there are differences 
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of degree and of speed within such a classification.® 

Long and Lloyd” have emphasized the contrasting 
points of view concerning the nature of the articular 
lesion: that depending on altered position of individual 
segments and that which is more concerned with the 
mechanics of an area. There is an interdependence 
of bony position, ligamentous change, synovial irrita- 
tion, muscular pull, and soft tissue congestion and 
fascial tension—and yet the clinical predominance of 
one or another component should help in determining 
the type of treatment. The primary or traumatic 
osseous or articular lesion almost invariably involves 
strain of the capsular elements, and therefore means a 
movement beyond the normal range of motion. Burns’ 
description of the production of the experimental lesion 
includes a “slight sudden additional pressure’? when 
the joint is at its physiological limit of motion. When 
postural strain or temperature changes or fatigue have 
produced altered muscular and fascial strains, it is 
conceivable that the limitation of motion under these 
circumstances would be within the physiological range. 
McConnell and Teall’? verify this as a distinction of 
the muscular lesion. The exception to this distinction 
would be an impaction or “jamming” of the articular 
surfaces with or without appreciable motion in the 
planes of the facets. 

These different considerations of types of lesions 
or possibly components of the lesion process should 
affect our management of individual cases. The stages 
of the lesion pathology should similarly determine 
individual management. Utilization of Burns’** analysis 
of these stages in animals can be applied in the treat- 
ment of human lesioning. When hyperemia and edema 
are predominant, the treatment should include lym- 
phatic and venous drainage and an easy positioning 
of the structures, maintaining such positioning so as 
to gap articular structures with pillows, a rolled towel, 
or sandbags. When muscle contraction is present 
(especially of the long muscles masking the immediate 
area of involvement), some muscle relaxation is indi- 
cated, along with continued drainage and relief of 


articular tension. When ischemia occurs and edema is - 


absent, when muscle contraction gives way to contrac- 
ture or atrophy, and muscle tension is replaced by 
scar tissue contraction, fibrosis, and adhesions, then the 
indications are particularly for springing and thrust 
technics. 

DRAINAGE IN THE CERVICAL AREA 


The principles of lymphatic and venous drainage 
lie in any maneuvers that will increase movement in 
the efferent lymph channels, and the return of venous 
blood from the cervical and cephalic areas. An often 
forgotten venous channel is the plexus of veins asso- 
ciated with the vertebral artery. The cervical lymphatics 
return by the right and left jugular trunks, the left 
joining the thoracic duct before its entry at the junc- 
tion of the left internal jugular and subclavian veins, 
the right trunk forming a tributary of the right lym- 
phatic duct which enters the subclavian vein at or near 
its junction with the right internal jugular vein.** The 
thoracic or Miller lymphatic pump will increase cervical 
lymphatic drainage. Superficial lymphatic drainage will 
be over the entire area in a caudad direction; deep 
lymphatic drainage will follow the muscles and fascia 
downward, recalling the specializations of the cervical 
fascia investing the large muscles, the trachea, the 
carotid sheath, et cetera, and the continuous relationship 
between thoracic and mediastinal areas and upper 
cervical and structures of the norma basalis as Cathie’ 
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has indicated. The pressure should be light and inter- 
mittent, rather instituting a physiologic change in the 
tissues than completing a milking process. 

The suboccipital triangle is a particularly impor- 
tant area for soft tissue attention because of the 
relations of the cervical plexus, the vertebral artery, 
veins, and sympathetic plexus, and inasmuch as the 
posterior atlanto-occipital membrane, which forms part 
of the floor of the suboccipital triangle in relation to 
the rectus capitis posterior minor posteriorly, forms 
an attachment for the dura mater anteriorly.’® 

Another important area for soft-tissue considera- 
tion, emphasized by Magoun," is at and beneath the 
angle of the jaw, in which are affected not only the 
temperomandibular joint and potentially the auditory 
structures, but also the suprahyoid musculature, the 
lymphatic and salivary glands of the area, and the 
important relations of the hypoglossal, vagus, and 
glossopharyngeal nerves. 


MUSCLE NORMALIZATION IN THE CERVICAL AREA 

I agree with Hulett’® that the removal of the 
cause is the fundamental measure in the relief of 
muscle contraction. In the early stages of the acute 
lesion, not only is muscle contraction poorly organized, 
but manipulation which will increase the hyperemia 
will increase the damage (hence the important differen- 
tiation of drainage from muscle relaxation). Careful 
positioning and relief of articular strain and relief of 
chronic lesions underlying acute strain or acute con- 
gestion will often effect rapid muscle normalization. 
Nevertheless, it is also recognized that clinically it is 
possible to produce muscle relaxation by deep pressure. 
Perhaps the most important indication for this is in the 
splinting action (often partly voluntary) of the long 
muscles of the superficial layers and hence in areas 
related to the lesioned area rather than directly over 
inflamed surfaces. Hoover and Nelson’® have reiterated 
Burns’ warning of damage produced by pressure over 
inflamed areas. 

The mechanics of deep pressure relaxation has 
been suggested as the fatigue of the synapses concerned 
in the somaticosomatic reflexes, fatigue achieved by 
the continuous stream of impulses from pressure at 
right angles to the muscle belly or at either point 
of attachment, or due to the final stimulus of receptors 
of higher threshold capable of producing a central 
inhibitory state (CIS). It is important to recognize 
that nerve impulses are measured in sigmas, or thou- 
sandths of a second, so that “prolonged pressure” 
should probably be measured in fractions of a second 
or seconds rather than in minutes or quarter-hour 
periods.”° 


The attachments of muscle and the relations of 
fascia in an area require a thought-out application 
of technics rather than a stereotyped manipulation.** 
Some of the most important soft-tissue work in the 
cervical area may be in the relaxation of shoulder 
muscles and upper dorsal areas because of the impor- 
tant relations already mentioned, and because of the 
possibility of such disturbances covering and masking 
the levels of cervical injury. 


A few cautions are given for the benefit of 
students: avoidance of carotid sinus pressure or ex- 
cessive vagal or phrenic nerve stimulation unless such 
measures are specifically indicated; avoidance of per- 
sistent rhythmic motions, especially oscillation at the 
atlantoaxial joint which can produce dizziness or 
nausea in susceptible individuals; care in the use of 
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traction which I have chosen to mention in connection 
with articular or “corrective” procedures; and finally, 
avoidance of exhaustion of the patient. The shortness 
of continuous stimulation required for synaptic fatigue 
has been suggested. Thomas?* has aptly stated that 
we should remember that we are starting physiologic 
processes that will produce effects in their own time. 
Our overanxiousness to cure may lead us to overtreat. 


CORRECTIVE PROCEDURES 


Although any procedure tending to produce nor- 
malization of structure or function is “corrective,” we 
have come to understand by this term any induced 
movements such as a springing, “geriatric” type of 
motion and “thrust” movements or active mobilization. 
Induced movement of either of these types has been 
responsible for some of the most dramatic effects of 
osteopathic manipulative care; but also, particularly 
in the cervical area, it has been responsible for some 
of the greatest controversy and clinical complaints. 

Correction implies accurate diagnosis of the con- 
dition to be corrected; the chance results achieved by 
“general” or nonspecific mobilization are not worthy 
of endorsement by our profession. This is not to 
condemn careful “range-of-motion” technics or articu- 
latory technics, but rather indiscriminate thrusts, re- 
gardless of their acoustical effects. 


Korr®* has recently emphasized the difficulty of 
standardizing palpatory findings and manipulative 
treatment, and there has been demonstrated a very 
poor correlation between x-ray and palpatory find- 
ings.** Perhaps a higher correlation will be achieved 
as a result of the emphasis of the Academy of Applied 
Osteopathy and its individual members toward more 
accurate and specific diagnosis. Fryette’s*® hypotheses 
concerning vertebral motion has led to recent recapitu- 
lations by Nelson, Hoover, and Pratt.?*?"?8 As applied 
to the cervical area I would interpret Fryette’s hy- 
potheses to mean that if the cervical column is in easy 
normal position before sidebending occurs, there is 
complementary rotation toward the convexity of the 
curve thus produced, but if the column is in full back- 
ward or forward bending, in order for sidebending to 
occur, it must be preceded by rotation toward that 
same side. The principle of correction then, I interpret, 
is to reverse the pattern of production of the altered 
position which of course depends upon accurate diag- 
nosis of the lesion. This is the chief merit of the 


approach, lending re-emphasis to the idea of a specific 


motion applied for a specific purpose. 


There is considerable study yet required in order 
to see the correlation of all parts of this material in 
the cervical area. The position of the cervical facets 
is such as to suggest that in gliding motion particularly 
and probably also in “rocking” motion, sidebending 
and rotation always occur in complementary fashion. 
Downing” states, “Rotation and sidebending are in- 
separable, due to the oblique inclination of the articulat- 
ing facets.” Such combination of movement would be 
of necessity toward the same side or rotation to the 
concavity; this would conform to Fryette’s second 
hypothesis, but I feel that it could occur in the cervical 
area from any position in the saggital plane of motion. 
Rotation of individual facets to the opposite side of 
their sidebending would only appear possible with 
extreme gaping of the opposite facets. And I further 
suspect that much sidewise motion of the bodies, such 
as occurs in lumbar rotation, tends to be inhibited by 
the saddle-like superior surfaces of the cervical bodies. 
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The facets are not designed for easy generalization 
about axes of rotation or oscillation. Guy*® finds the 
center of oscillation posterior to the spinous processes 
with the center of the arc of the facet facings located 
posteriorly. This is true of the upper segments (second 
to fifth) but the transition of the planes of the superior 
facets from backward upward and medially to back- 
ward upward and laterally is not always confined to 
the seventh cervical or first dorsal; the transition may 
begin as high as the fifth or fourth cervical. 


The potential complexities of cervical motion 
would seem to present impossible tasks in diagnosis. 
But the familiarity of the physician with normal mo- 
tion and his use of careful comparison of sides with 
the all-important evaluation of the “tissue feel,” do 
give sufficient empirical evidence for successful thera- 
peutic manipulation. Theoretical considerations may 
lead us to ignore important empirical considerations. 
Downing* gives an excellent classification of eleven 
types of lesions of the occiput on the atlas. But 
empirically, the occiput is most often found in a 
lesioned state in the position of backward bending, 
especially on one affected side ; occasionally such lesion- 
ing is associated with a slight downward, medial, or 
side nodding position. If this position is most common, 
it may be because the traumatic etiology is often that 
of slanting blows to the vertex or side of the skull, 
or sudden or prolonged backward bending of the 
head or, if due to muscle congestion and contraction, 
the leverage of the short but strong suboccipital 
muscles. 

Empirically again, in a postural type of strain, the 
atlas may be rotated toward one side and the occipital 
strain may be on the other side, whereas in trauma 
from above, some of the force will be disseminated 
into atlas rotation, producing lesions of both segments 
particularly involving the same side. The peculiar 
adaptations of the two upper cervical vertebrae help to 
protect the skull from strain from below; thus a side- 
bending-rotation strain from below is blocked at the 
atlantoaxial rather than the occipitoatlantal articulation. 
The essentially important restriction in atlantoaxial 
motion is in rotation which, representing the greatest 
proportion of rotation in the cervical area, can usually 
be easily diagnosed by a test for motion. 

The tendency to classify all osseous lesions as re- 
strictions within the normal range of motion has been 
based on failure to differentiate types of strains, and 
possibly failure to differentiate pathologic from normal 
physiologic motion. Ellis’*? demonstration of articular 
fissures in various movements brings us back to the 
realization that normal motion may consist entirely in 
a rocking motion with approximation at one end of the 
fissure and separation at the other rather than gross 
sliding movement. An exception to the idea that the 
osseous lesion is an excess of normal motion, that is, 
the jamming or impaction type of strain, has already 
been mentioned. And it is certainly in this type of 
injury that the greatest effects are due to the injury 
of the synovial membranes rather than to the capsule, 
except as the capsule and other contiguous structures 
become involved by the local pathology. We believe 
that some injury of this sort with or without the addi- 
tional capsular strain is part of the acute traumatic 
injury which should probably deserve its own classi- 
fication as an acute traumatic synovitis of the vertebral 
joint. We would not expect the same gross findings 
in this condition as in a torsion strain nor the same 
dramatic results of correction. The treatment of the 
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acute traumatic synovitis should approximate that of 
the first stage of the acute lesion as previously de- 
scribed, plus rest and any adjunctive measure which 
will tend to reduce local inflammation rather than 
increase it. The synovial membrane as a factor in 
clinical symptoms of back pain has been recently 
reiterated by Kraft and Levinthal** in their description 
of the mechanics and effects of impingement of the 
facets on redundant synovial tissue, which they de- 
scribe as a “new concept in the etiology of lumbar 
vertebral derangement.” They make a most interesting 
conclusion regarding the relationship of the articula- 
tions and the intervertebral disk: 

If impingement of the synovial tissue causes a local 
inflammatory reaction, this reaction by a reflex mechanism 
may also involve the contiguous structures and particularly 
the posterior annulus fibrosus. In the presence of inflammation 
these structures become weaker until the posterior annulus 
fibrosus gives way completely and herniation of the degenerated 
disc occurs. The posterior annulus fibrosus covered by the 
thin expanded portion of the posterior longitudinal ligament 
is the weakest area and it lies in reasonably close proximity 
to the articulations. (Italics supplied.) 

This repetition of material concerning acute lesions 
may have some bearing on the analysis of different 
principles of correction: 

We are indebted to Beckwith** for an excellent 

summary of the principles of specific corrective treat- 
ment: 
... In the application of force to a lesioned joint to “correct” 
an abnormal condition, it must be remembered that the force 
must be accurately controlled, accurately localized, and judi- 
ciously applied. The primary purpose of this technic is to 
stretch specific structures with the idea of removing the 
restriction of joint motion. The implication that freedom of 
joint motion is the criterion of a.normal joint is true only 
in the sense that a joint capable of free motion must of 
necessity be free of inflammatory change restricting its motion. 
The application of force must then be sufficient to effect a 
stretch of the inflamed tissue in the desired direction and only 
to the desired degree. 

The principles of correction as given by Hulett* 
include: 

1. Exaggeration of the lesion 

2. Rotation 

3. Pressure or thrust. 

Hulett’s** reasons for exaggeration of the lesion 
are given as follows: “to free the articular structures,” 
for “stretching and relaxation of the deeper struc- 
tures,” and the “benefit of recoil.” 

Lippincott** describes a somewhat similar technic 
employing a similar principle: 

1. Exaggeration of the lesion to cause. “tension 
of the weakened elements” to match the tension of those 
elements not strained; this is then the “point of bal- 
anced tension.” 

2. At the point of this balance, the “respiratory 
or muscular cooperation of the patient is employed to 
overcome the resistance of the defense mechanism of 
the body to the release of the lesion.” 

I am certain that this is too hasty a summary 
for a fair evaluation of the principles suggested, but 
it would seem important that the particular indications 
for such technics might be studied. Clinical evidence 
would suggest that in lesions associated with any degree 
of pain or acuteness, exaggeration of the lesion would 
increase the pain and inflammation, and conversely, a 
movement which increased the pain or referred effects 
would seem to indicate a motion to be avoided. 

Downing™ is clear in describing the principles of 
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adjustment of an anterior or extension group of occi- 
pital lesions : 

1. Flexion (forward bending) 

2. Sidebending to gap the side to be moved 

3. Counter fixation (apparently the blocking of 
the atlas) 

4. Rotation. 


His description of the correction of a typical cervical 
lesion is more complicated : 

Use of vertebral “lock” 

Sidebending toward side of lesion 

Reverse rotation 

Further approximation by vertex pressure 
Adjustment parallel to the plane of the ar- 


. 


ticulation. 

There appears to be some inconsistency in these 
two groups of principles, that is, in the occipital lesion, 
sidebending to gap the affected side, and in the typical 
cervical lesion, sidebending to the side of the lesion 
with additional downward (vertex) pressure. It is 
my belief that the usual axiom, “Sidebend toward— 
rotate away from,” is applicable to steps rather than to 
final positioning. The first step consists of a movement 
sufficient to relieve the tension of the scaleni, sterno- 
cleidomastoid, and other long muscles so that the 
second step, which actually refers to the affected seg- 
ment, will produce the combination sidebend-rotation 
movement more typical of cervical joints and begin to 
produce movement in the plane of the articulations. 
The deliberate approximation of facets would seem a 
source of increased irritation. The unaffected or less 
affected side might be approximated in order to serve 
as a pivot point in the tripod type of correction advo- 
cated by Webster.** Magoun' has emphasized the 
principle of a “gap” at the articulation and has re- 
marked that “/nflamed joint surfaces should never be 
crowded.” Tasker*® gives an easy exposition of the 
principles of cervical correction: “. . . the movement, or 
series of movements, must be made so as to overcome 


_the influence of a dominant muscle group.” He de- 


scribes extension (longitudinal traction) as the simplest 
procedure. Torsion and counterpressure are described 
as requiring more skill: 

. The corrective rotation movement is always associated 
with a little flexion or extension, according to the character 
of the lesion. The head is rocked gently in the direction 
required for the correction and when the rotation reaches a 
point where the resistance in the lesion is felt, the operator 
strives to create a condition of relaxation by admonishing his 
patient not to resist, so that by a sudden but very slight in- 
crease in rotation the lesion will receive the full effect of 
the movement and yield to it. 

Discussions of “locking” can become very com- 
plicated. The essential meaning of a lock is tension, 
whether osseous, ligamentous, or muscular, produced 
by motion or by gravity or inertia which will tend to 
keep the desired motion at the lesioned area. In the 
cervical area, part of the locking is eliminated by the 
direct action of the fingers, thumb, et cetera, on the 
upper of the two affected structures. The supine 
position is most conducive to cervical technics because 
of the weight of the body resisting traction or rota- 
tional movement. 

It will be noted that rotation, or sidebending- 
rotation, was repeated as one of the principles of 
cervical correction. Beckwith*® states, “It is charac- 
teristic of the cervical spine that most restriction in 
motion occurs as a result of a fault in rotation.” Dun- 
nington’s* emphasis of rotation strain has already 
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been mentioned. Movement in the sagittal plane (flex- 
ion or extension) is the most free movement through- 
out the spinal column and is accompanied by alternat- 
ing muscle activity and ligamentous stress. Sidebending 
when or if it occurs alone would similarly affect 
structures alternately. Torsion and rotation place all 
ligaments under stress and may involve (especially 
torsion) a continuous muscular activity. Whereas flex- 
ion and sidebending produce the greatest strain on the 
nuclear elements of the disk, rotation or torsion pro- 
duces the greatest strain on the Jamellar elements. 
Torsion or rotation interferes with motion in all other 
directions (although the converse of this is likewise 
true) and hence interferes with the righting action of 
the ligamentum flavum.** 


The importance of this “elastic syndesmosis,” as 
Morris** describes the ligamentum flavum, can be 
realized because it is so much a factor of the joint 
anatomy and therefore a two-fold factor in vertebral 
mechanics. It is attached at the edge of the inter- 
vertebral foramen and is in relation to the spinal dura 
(continuous with the fibrous tissue external to the 
foramen) and forms part of the inner margin of the 
articular processes. This suggests that lesion processes 
not only involve the mechanics of the ligamentum 
flavum but that the lesion process may be an im- 
portant factor in the production of pathology of the 
ligamentum flavum.**** In the cervical area, the com- 
bination sidebending-rotation motion characterizing the 
most frequent lesioning is noted as a palpable posterior 
prominence of the articular column. 

The diagnosis of this or any other positional 
relationship implies the reversal of the pathway as 
the required correction. Gapping of the articulation 
will aid in the movement or may constitute an import- 
ant part of the correction where synovial damage has 
been a major part of the pathology. I would select 
then the following principles of correction to apply 
in the cervical area: 

1. Positioning of the shoulders, neck, and head 
so as to miniinize soft tissue strain over the lesioned 
area (especially the long muscles) 

2. Accurate placing of the springing or thrusting 
force behind the articular pillar of the vertebra to be 
moved 

3. Tension localized at this point if possible by 
traction or by pivoting on the unaffected joints so as 
to gap the affected articulations 

4. Gentle springing or minimal thrust added to 
this tension in the direction indicated by the restriction 
and in the plane of the articular fissure. Even in 
springing, the tension (see (3) above) should not be 
completely lost once started, or voluntary splinting 
may occur. If the patient’s resistance increases with 
the application of this tension, the positioning is in- 
correct or the patient is not properly prepared and 
further force should be omitted. If this phase can be 
combined with respiratory motion, especially in the 
sense of the normal relaxation of exhalation, the 
maneuver will be that much easier. 

Concerning the occipitoatlantal articulation, I will 
mention only one maneuver with one modification, 
believing that it applies to the commonest positions of 
this joint, and that in the other less discernible posi- 
tions of restriction, the articulatory or springing tech- 
nic should be applied. The position I have mentioned 
before as most common is posterior prominence of the 
occiput, especially on one side, with possible downward 
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and medial nodding of the occiput. In correction, the 
head is supported in slight rotation away from the 
affected side, the head is slightly sidebent away from 
the affected side, then the thrust is produced (without 
increasing the motion of the supporting hand), behind 
the occipital prominences in an upward lateral di- 
rection. 


In the atlantoaxial joint with its commonest 
restriction in pure rotational movement, the head is 
carefully balanced so that rotation will occur about the 
longitudinal axis of the column, the rotation movement 
is free of any sidebend but sufficient traction is added 
to gap the articulations and overcome the slight hump 
afforded by the slope of the superior facets of the axis. 

Again for che benefit of the student, let me repeat 
a few cautions in cervical corrective technics: 

1. Accurate diagnosis should be a primary aim, 
and minimum force should be used so as to eliminate 
pain and trauma. 

2. The portion of the hand used for correction 
or springing should be placed close to the spinous 
process, then allowed to sink in laterally along the 
lamina, pushing the muscles before it rather than 
pinching so that the effective force will culminate 
behind the articular pillar. (The transverse processes 
are so placed, anterior to the articulations, that at- 
tempted pressure to them will only result in painful 
pressure to the muscles.) 

3. The position of the head in rotation has very 
little effect on the position of the lower cervical spines 
and should not mislead the physician in the position 
of thrusting force in the lower cervicals. 

4. Cervical traction can affect the spinal dura, 
not only because of the close relationship to the floor 
of the suboccipital triangle, and the attachments at 
the upper cervicals and foramen magnum, but because 
the dura of each spinal nerve is continuous with fibrous 
tissue in the intervertebral foramen and thence con- 
nected to the periosteum. In acute lesioning with 
periarticular inflammation, straight traction may pro- 
duce unilateral pain and possible paresthesias, numb- 
ing, tingling, et cetera. Gapping of the facets 1s 
desirable but must be combined with the reversing 
of positions of strain. Slight straight traction may 
help to localize the level of involvement. If bilateral 
stretching is experienced without increase of pain on 
one side, then the maneuver is safe and may serve 
to increase drainage of the disk and articular areas. 

With our emphasis on the nature of traumatic 
lesions, and our concern with the local pathology of 
lesions, we must not lose sight of the extensive effects 
of cervical lesioning and therefore their importance 
as basic etiology in innumerable visceral pathologies, 
but these considerations transcend the purposes of this 
paper. Discussion of altered mechanics (secondary 
lesions) as a result of visceral pathology (viscero- 
somatic reflex effects) is omitted for similar reason. 
Burns** has indicated some points of differentiation 
to which we would refer the student. 

SUMMARY AND CONCLUSIONS 

A classification of types of cervical manipulations 
has been offered, with some discussion of the prin- 
ciples underlying the application of each type. A 
concept of the lesion process or lesion components 
and stages of lesion pathology has been emphasized 
as a factor in determining the type of treatment. 

A discussion of some divergent principles of cor- 
rection has been attempted with a final set of principles 
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offered which, while not indicating the specific manipu- 
lation for every type and position of restriction, never- 
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The Treatment of Strabismus in Childhood* 


Cc. L. ATTEBERY, D.O., F.0.C.0. 


Working with children with strabismus gives the 
ophthalmologist the satisfaction that the orthopedist 
must feel when he straightens a child’s deformed leg, 
or the pediatrician when he patiently re-educates mus- 
cles injured by poliomyelitis. For the cross-eyed child 
is handicapped as truly as is the crippled child, and 
where the crippled child evokes sympathy, the one 
with strabismus far too often is held up to ridicule. 
In the past parents were often sensitive about these 
children, but did nothing. With the general trend 
toward early treatment of abnormalities, more of these 
cases are receiving prompt attention. 


This paper is not intended as a technical discus- 
sion of strabismus, but as a general presentation of 
the subject emphasizing its classifications and diag- 
nosis, types of treatment for correction, and the 
proper time for instituting treatment of the various 
types. 

There are three main groups of strabismus. The 
most common is the concomitant type which com- 
prises probably 90 per cent of cases. In this type 
the pupillary distance always remains the same. The 
eyes may diverge, in which case the pupillary distance 


*Presented at the Fifty-fifth Annual Convention of the American 
Osteopathic Association, Milwaukee, July 18, 1951. 
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is greater than normai; they may converge and the 
pupillary distance be less than normal or the eyes 
may deviate vertically. Another classification is para- 


Fig. 1 


Total correction with glasses in a child aged 9 with 
monocular concomitant esotropia. Right eye fixes in all fields. 
Condition first noted at 1 year of age. Left eye amblyopic. 
Correction is as follows: 


R.E. + 4.75 sphere O — .50 cyl. ax. 180 = 20/25-3 
L.E. + 4.75 sphere S — .50 cyl. ax. 30 = 20/200 
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Fig. 2 

Surgical correction of monocular concomitant esotropia. 
Right eye fixes in all fields. 


lytic strabismus in which one or more of the six 
extrinsic ocular muscles are involved. However, this 
condition rarely is found in children. A third group 
includes anomalies of conjugate and associate move- 
ments, the most common of which is divergent excess. 
It is found frequently in children and is the easiest 
type to correct surgically. Anomalies of conjugate 
movements are rare. 


Strabismus seen at birth may be an anomaly of 
one or more muscles. The muscle may be too strong 
or possibly hypertrophied, thus holding the eye in a 
fixed position (strabismus fixus or retraction syn- 
drome.) These cases are always congenital and often 
hereditary. There also may be a faulty attachment 
of a muscle or faulty innervation to one or more 
muscles possibly caused by congenital malformation, 


Total correction with glasses of periodic concomitant 
esotropia. Right eye fixes most of the time. Condition first 
noticed at 1 year of age. Extreme correction is as follows: 

R.E. + 9.00 sphere O — .50 cyl. ax. 180 = 20/30 
L.E. + 9.00 sphere O — .50 cyl. ax. 180 = 20/30 


heredity, or a birth injury. An occasional case of 
innervational paralysis is attributable to difficult labor 
and forceps delivery.’ 

If deviation is not apparent until about the sixth 
or seventh month, or even until the child is around 
4 years old, the cause is usually an accommodative 
factor such as a high degree of hyperopia or myopia, 
particularly when associated with anisometropia. 
Though this type of squint may develop at any time 
from the sixth month to the sixth year, the majority 
begin between the first and third years. 

Another cause of strabismus in infants is an 
anomaly of the fusion center in the brain resulting in 
alternating concomitant squint. These children may 
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have perfectly normal vision in both eyes and will 
have perfectly normal muscle action in each eye 
individually, but because of this abnormality within 
the fusion center, the eyes do not coordinate. 

Acute illness and general diseases account for a 
small percentage of strabismus in children. Many 
concomitant cases are first noticed during an acute 
illness, such as whooping cough, measles, et cetera, 
but usually the underlying cause of concomitant stra- 
bismus is an accommodative factor such as high 
degrees of hyperopia or myopia, and the illness 
weakens the child so that the defect becomes evident.* 
Paralytic squint sometimes is traceable to illnesses 
such as diphtheria, meningitis, poliomyelitis, or con- 
genital syphilis. 

Convergent squint occasionally is of nervous 
origin. The condition usually is temporary and can 
be helped more by the pediatrician than the ophthal- 
mologist. A child with squint accompanying chorea, 


Fig. 4 


Surgical correction of monocular concomitant esotropia. 


one fieeding circumcision, or one having any general 
condition causing extreme nervousness responds 
quickly to treatment directed at the primary cause. 
Osteopathic manipulation is particularly beneficial in 
these cases. 

The greatest number of cases of concomitant 
strabismus are monocular, as the child fixes with only 
one eye in all 6 fields of gaze. There is usually a high 
refractive error with a greater error in one eye than 
in the other. The deviation may be corrected entirely 
with glasses or may not be helped at all depending 
upon whether an accommodative factor is involved. 


Fig. 5 
Child aged 3. A. Monocular concomitant convergent 
squint. Right eye fixed in all fields. Beginning amblyopia in 
left eye. B. Results of tucking of the left external rectus 
muscle and recession of the left internal rectus. Normal vision 
in each eye 4 weeks after operation. 
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Early correction is extremely important in these cases 
since often one eye becomes amblyopic through dis- 
use before treatment is started. 

Alternating concomitant strabismus presents a 
different problem. Here occasionally convergent squint 
is found with myopia or divergent squint with hyper- 
opia. A lens correction for these patients would 
merely exaggerate the deviation. 

In periodic strabismus the eyes appear perfectly 
normal until the child becomes tired or ill, where- 
upon they deviate. Rest brings them back into line. 
The condition usually is due to accommodative errors. 
If it is neglected, a monocular type may develop. 
However, with refractive correction, orthoptic train- 
ing, and osteopathic manipulative care, response usu- 
ally is good and nothing more need be done to correct 
the deviation. 

In the relatively few cases of paralytic squint 
in children an important symptom, seldom found in 
other types of strabismus, is present. There some- 
times is rotation of the face to the right or left, or 
a tilt of the head forward, backward, or to the right 


or left shoulder. If a child constantly holds his head - 


in any of these positions, paralysis of one of the 
ocular muscles should be suspected. A head tilt may 
mean paresis of one of the elevator or depressor mus- 
cles, which will produce a vertical anomaly. Face 
rotation to the right or left with no head tilt, if of 
ocular origin, always means anomaly of one or more 
of the horizontal rotators. The child holds his head 
in these various positions to avoid double vision. 
Contractures of the cervical muscles on one side or 
the other may eventually develop if the cause is not 
corrected.‘ 

In making a diagnosis as to the type of strabis- 
mus, the physician must give important consideration 
to the child’s past history, and in treating the case 
he must have the complete cooperation of the parents. 
Conservative methods of treatment are preferable if 
they will obtain results even though more time and 
patience are required. However, if prolonged treat- 
ment calls attention to the defect and emphasizes it 
in the child’s mind, psychologic trauma may result. 

If the eyes appear improved under the influence 
of a cycloplegic used in examination, conservative 
treatment is likely to be effective. Certainly any of 
the concomitant types, whether divergent or con- 
vergent, should be corrected with glasses if possible. 
Periodic strabismus usually responds well to correc- 
tion of refractive errors and surgery rarely is nec- 
essary. 


If a refractive error is present, it should be cor- 
rected. Glasses should be worn for a sufficient length 
of time to determine their full value, if there is a 
chance that this correction will relax the muscle spasm 
and straighten the eyes. The full benefit of glasses 
will be realized within 3 months of constant use. 
However if correction of the refractive error does 
not effect some improvement within two weeks, full 
correction is not likely with this method. 

A course of fusion training carefully planned 
and executed may prove beneficial in cases involving 
the alternating type of strabismus caused by poor 
fusion. This training should be under the constant 
supervision of both the ophthalmologist and the pedia- 
trican or family doctor, as prolonged orthoptic train- 
ing often has a poor psychologic effect on the child. 
It must be remembered that a happy, well-adjusted 
child, not the improvement of fusion alone, is the 
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ultimate goal. If satisfactory results from fusion 
training are not obtained within a few weeks, or if 
orthoptic exercises must be continuous to maintain 
the results, training should be discontinued for the 
child’s well-being. 

Most ophthalmologists are doubtful of the amount 
of permanent correction that can be effected in the 
15 or 20 minutes of exercise in 24 hours, and longer 
daily training periods are almost impossible with 
young children. Even with improvement, results of 
fusion training are only temporary, and the eyes even- 
tually revert to the original condition if training is 
discontinued. The greatest value of orthoptic training 
lies in its use as an adjunct to correction of refractive 
errors or to surgery, to supplement the results of 
these procedures. 

Strabismus should be corrected by surgical means 
when no improvement is obtained by nonoperative 
therapy, and when the success of surgery can be 
estimated with reasonable accuracy before the opera- 
tion is performed. In some cases, surgery may be 
undertaken safely when the child is 18 to 20 months 
old, while others should be treated conservatively 
until the child is 3 or 4 years old. In any case, a 
good cosmetic effect by the time the child is of school 
age should be the ultimate goal for both his physical 
and psychologic benefit. 

Sugery usually is advisable around the third 
year for monocular concomitant squint that has de- 
veloped very early in life. Before the operation every 
effort should be made to have the child use the weaker 
eye by prescribing glasses, static retinoscopy, and 
occlusion of the stronger eye for short periods. If 
neglected the child will suspend use of the weaker 
eve and within a few months will develop amblyopia. 
Once amblyopia is well established it is difficult and 
usually impossible to improve the vision much unless 
the child is very young. After the tenth year there 
is little chance of restoring vision.’ Children who 
develop a deviation later, at around 3 to 6 years old, 
should have surgical correction as soon as conserva- 
tive treatment has proved ineffective. 

Children suffering from alternating strabismus 
will not develop amblyopia ; therefore, from that stand- 
point alone, surgery is not urgent. However, fusion 
is effected sooner and more easily if operation is not 
delayed too long. Psychological benefit to the child 
is another reason for getting the eyes straightened 
as soon as possible. 

Operation for paralytic squint rarely is advised 
unless the eye deviates markedly in the primary field 
of gaze, and when indicated usually is performed 
mainly for better cosmetic effect. 


Whatever the method of treatment, whether re- 
fractive, orthoptic, general, or surgical, that which 
offers the child the best chance of correction should 
be undertaken early. Delay is harmful from both 
psychologic and physical standpoints, as children af- 
flicted with strabismus are subjected to ridicule outside 
regardiess of how carefully they may be sheltered 
from it at home. They may become retiring and refuse 
to mix with other children or may become overly ag- 
gresive and uncooperative. Personality changes caused 
by strabismus are hard to estimate until the condition 
has been corrected and a completely new outlook 
develops in the child. 
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ANESTHESIOLOGY 


THE JOURNAL is proud to present to its readers 
in this issue the first Supplement contributed by the 
American Osteopathic Society of Anesthesiologists, 
which represents their first official publication. The 
Society is not only youthful organizationally, it is rela- 
tively youthful in its membership. Its members show 
pardonable pride in their work and they manifest the 
finest professional ideals. They have an able leader- 
ship. There is no field in osteopathic medicine which 
places a greater responsibility upon the physician. 
This Supplement presents its own best evidence that 
its members are meeting this responsibility within the 
finest traditions of medicine. 

The Society in itself represents a distinctive 
achievement in the history of specialization within 
osteopathic medicine. It had its beginnings in the 
abortive attempt to organize such a group in the early 
forties, centering around individuals who had been pre- 
viously recommended for certification in anesthesi- 
ology by the American Osteopathic Board of Surgery. 
A second move toward the organization was begun 
in 1947 and successfully consummated in 1949, when 
the Board of Trustees of the American Osteopathic 
Association granted affiliate status to the American 
Society of Osteopathic Anesthesiologists. In 1951 
the Society was permitted to change its name officially 
to the American Osteopathic Society of Anesthesi- 
ologists. 

The progress of anesthesiology in the osteopathic 
profession runs parallel to its development as a spe- 
cialty in allopathic medicine. As early as 1939 THE 
JourNaL published an article on anesthesiology as it 
related especially to the osteopathic profession.? Within 
a decade (since 1929) anesthesia had developed into 


1. Keesecker, R. P.: A survey of anesthesia in its relation to oste- 
opathy. J. Am. Osteop. A. 38:588-592, Aug. 1939. 
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an important specialty of medicine and an indispensa- 
ble ally of surgery. At that time there was an extreme 
shortage of anesthetists in the United States, and 
authorities doubted if it could be adequately met for 
at least 15 years. Residencies in medical institutions 
numbered only thirty-eight. Since that time, but more 
especially since World War II, anesthesiology has 
become an established specialty of allopathic medicine 
with a relative development in osteopathic medicine. 

The establishment in 1939 of an Advisory Board 
for Osteopathic Specialists was unmistakable evidence 
of the profession’s conviction that it must develop 
properly trained staffs to man its institutions. Spe- 
cialists in anesthesiology were generally recognized 
as one of their greatest needs. Anesthesiologists, 
acutely aware of the problem, pointed out that by 
setting up standards in that specialty the profession 
“could avoid practices which are questionable merely 
by rejecting such practices before they became in- 
grained.” Since that time specialization has made 
excellent progress in every field. This Supplement 
presents concretely the progress that anesthesiology 
has achieved in osteopathic medicine. Yet, as in other 
hospitals, the need for anesthesiologists in osteopathic 
hospitals far outruns the supply. The day is past 
when an osteopathic hospital can properly develop 
without a department of anesthesiology supervised by 
a physician anesthesiologist. If technical anesthetists 
are required they should work directly under such 
supervision and be responsible only to the anesthesi- 
ologist. The Society as a teaching group should establish 
as its goal a physician anesthesiologist serving every 
institution in which anesthesia is required. 

There are many challenges which anesthesiology 
as a specialty of medicine has to meet. They are well 
outlined in a recent article? in which the author dis- 
cusses at length the professional, sociologic, ethical, 
educational, and economic challenges inherent in the 
practice of anesthesiology. All of these challenges are 
significant. They present themselves to all anesthesi- 
ologists regardless of schools of practice. The relation- 
ship between the anesthesiologist and the institution 
in which he practices is at the basis of the economic 
challenge, and constitutes a problem in itself. Anes- 
thesia is the practice of medicine on a fee-for-service 
basis, and it is as such that any physician will be 
interested in the specialty. Under the present system 
of medicine, strike at that basis and the supply of 
such specialists may be seriously affected. This eco- 
nomic challenge will constitute an increasing problem 
for the American Osteopathic Hospital Association. 
The Society will need to exercise leadership in this 
problem in order that anesthesiologists and institutions 
in no way hamper the quality of medical care which 
they are obligated to render the patient. 

The educational challenge to anesthesiology is 
being well met. Our newer anesthesiologists are no 
longer pioneers, no longer largely self-taught. The So- 
ciety of Anesthesiologists, the Bureau of Hospitals, 
and the Board of Surgery have responded to the edu- 
cational needs of anesthesia with a positive program. 


2. Martin, S. J.: Anesthesiology: a cha"enge. J. Am. M. A. 
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Prior to 1947 a few osteopathic hospitals independently 
established preceptorships in anesthesiology, but that 
year the Bureau of Hospitals set up the first approved 
residencies. The residency program has moved for- 
ward until there are twenty-four approved residencies 
in fourteen osteopathic hospitals. The annual meeting 
of the Society, the source of this Supplement, can 
well serve as a refresher course program. It is hoped 
that the Society will evolve a plan for preceptorships, 
and work out instruction centers to which general prac- 
titioners, engaged .to a degree in anesthesia, will be 
encouraged to come for from 1-day to several-weeks 
courses. 

Credit belongs to the Board of Surgery for its 
early encouragement of osteopathic physicians to spe- 
cialize in anesthesia. This body recommends to the 
Board of Trustees of the American Osteopathic Asso- 
ciation all individuals who meet the qualifications pre- 
scribed by it for applicants for certification in surgery 
and allied fields, including anesthesiology. Osteopathic 
physicians interested in this latter specialty should 
write the secretary of the Board of Surgery for 
detailed requirements for examination. 

THE JouRNAL congratulates the officers and mem- 
bers of the Society of Anesthesiology on this first 
Supplement. 


IMPORTANT MEDICOLEGAL DECISION 


Important principles in medical diagnosis and 
therapy were emphasized in the recent opinion handed 
down by the U. S. Court of Appeals for the Fifth 
Circuit in the case of U. S. v. Hoxsey Cancer Clinic, 
a partnership, and Harry M. Hoxsey, an individual. 
The principles enumerated by the Court of Appeals 
are founded upon the teaching and experience of 
modern medicine and are an integral part of the train- 
ing of all osteopathic physicians and have been for many 
years. As enunciated by the Court, the principles were 
based upon the testimony given by cancer experts 
at the time of the trial, and are phrased as follows: 

[{1.] . .. there is only one reliable and accurate means 
of determining whether what is thought to be cancer is, in 
truth and fact, actually cancer. This requires a biopsy, a 
microscopic examination of a piece of tissue removed from 
the infected and diseased region. 

[2.] ... the opinion of a layman as to whether he has, 
or had, cancer, or a like opinion as to whether he has been 
cured and no longer bears the disease, if, in fact, it ever 
actually existed, is entitled to little, if any, weight. 

[3.] . . . despite the vast and continuous research which 
has been conducted into the cause of, and possible cure for, 
cancer the aggregate of medical experience and qualified 
experts recognize in the treatment of internal cancer only the 
methods of surgery, x-ray, radium and some of the radio- 
active by-products of atomic bomb production. 

[4.] . . . upon such subjects a Court should not be so 
blind and deaf as to fail to see, hear and understand the 
import and effect of such matters of general public knowledge 
and acceptance, especially where they are established by the 
overwhelming weight of disinterested testimony. 

The opinion is the result of an appeal ‘from a 
case which had been tried in the U. S. District Court 
at Dallas, Texas, in December, 1950. It reverses the 
judgment of the trial judge and directs that the trial 
court issue an injunction prohibiting the defendant 
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from distributing in interstate commerce brownish- 
black and pink liquids intended for the treatment of 
cancer in man. 

The Food and Drug Administration, Federal Se- 
curity Agency, states that over a wide area people 
are taking the Hoxsey medicines in the belief that 
they may be an effective treatment for cancer. Sev- 
eral osteopathic physicians offered testimony favor- 
able to the methods employed by the Hoxsey Clinic, 
and one, a Dr. J. B. Durkee, was at the time of the 
trial the director of the clinic. Osteopathic physicians 
are frequently questioned concerning this treatment 
by relatives and friends of cancer victims. This in- 
formation is published so that physicians will have it 
at hand when they are queried about the legal status 
of the methods employed by Mr. Hoxsey. 

The Hoxsey Clinic is located in Dallas, Texas, 
and shipped its drugs to patients in many other 
states. The Court of Appeals unanimously concluded 
that “the overwhelming weight of the credible evi- 
dence requires a conclusion that the representation 
that the Hoxsey liquid medicines are efficacious in the 
cure of cancer is . . . false and misleading. The evi- 
dence as a whole does not support the finding of the 
trial Court that ‘some it cures, and some it does not 
cure, and some it relieves somewhat.’’”’ The immediate 
result of this reversal is to remand the case to the 
trial court, with directions to issue an injunction 
against the defendants enjoining them from shipping 
in interstate commerce the remedy that was mis- 
branded within the meaning of the Federal Food, 
Drug and Cosmetic Act. The trial court had previ- 
ously (December 21, 1950) ruled in Hoxsey’s favor 
and denied the injunction. 


The defendant, Harry M. Hoxsey, is not a doctor 
but a layman. He credits his grandfather with origi- 
nating the treatment about 1840 in Kentucky. The 
defendant’s father used the Hoxsey cancer drugs, and 
from 1919 on the present Mr. Hoxsey has carried 
on the treatment. 

The Hoxsey medicines are of two types, one for 
internal and the other for external use. The external 
treatment, which is escharotic, was not involved in 
the action. It is the internal treatment that was claimed 
by the government to be misbranded within the 
meaning of the Federal Food, Drug and Cosmetic Act. 

The internal treatment is composed of two medi- 
cines known as the black or brownish-black medicine 
and the pink medicine. The black liquid is composed 
of potassium iodide and extracts of buckthorn, prickly 
ash, red clover blossom, alfalfa, and cascara sagrada, 
sugar, and water. The pink remedy is chiefly lactate 
of pepsin containing variable amounts of potassium 
iodide. 

The Court called attention to expert pharmacol- 
ogic testimony as establishing the fact that the in- 
gredients shipped by Hoxsey in interstate commerce 
are of no value in the treatment of cancer. Similar 
evidence also showed that the cancer medicine could 
cause damage to persons suffering from cancer. 

The Court of Appeals discussed at considerable 
length the finding of the trial court that the Govern- 
ment had failed to carry the burden of establishing 
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the truth of the allegations of its complaint. They 
went on to state: 

To the contrary, we think that the evidence in this case, 
considered as a whole, should, and must, induce a conviction 
that the finding of the trial Court that the representations 
were neither false nor misleading is so “against the great 
preponderance of the credible testimony that it does not reflect 
or represent the truth and right of the case.” On the entire 
evidence we are “left with the definite and firm conviction 
that a mistake has been committed.” (case cited) We recog- 
nize, as we must, that the cause, effect and cure of cancer 
are so obscure and indefinite that there obtains in the entire 
subject an area of the unknown. It is nevertheless the duty 
of a Court in making determination of questions of such great 
public moment as those which now confront us to give 
weighty consideration to the experience of the past and the 
accepted views and findings of science as held and confirmed 
by such experience and as likewise shown by the weight of 
the testimony to be applicable to the specific facts of this 
case. In this, as in other similar matters, that not all, or even 
little, is known about the subject does not require us to dis- 
regard that which is known and established. We do not have 
for consideration the merits even of any claimed newly 
discovered, or secret, drug or cure. The case involves the 
efficacy of only well known drugs. As a cure for cancer 
these have been weighed and found wanting. 
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The decision constitutes a reversal of the judgment 
of the trial Court, and the case was remanded with 
direction that the trial Court issue an injunction. 

The decision as it stands constitutes a setback 
for Mr. Hoxsey. He is enjoined from shipping the 
Hoxsey liquid medicines in interstate commerce. The 
arsenical powder sold by Hoxsey in cases of external 
lesions is not involved. Under the law the defendants 
have the right to petition for review by the U. S. 
Supreme Court. 


PRINCIPLES OF OSTEOPATHY 


The Academy of Applied Osteopathy has just 
published its first major text, “The Principles of 
Osteopathy,” by Leon Page, D.O. A review of the 
book will be found on page 151 of this issue of THE 
JournaL. The production within a year of two books 
dealing basically with phases of the osteopathic con- 
cept is an indication of the high degree of interest 
in the philosophy of osteopathic medicine. 


Notes and Comments 


An increasing number of osteopathic physicians 
are finding themselves concerned with health and medi- 
cal programs for industrial workers. The literature is 
voluminous and widespread but not readily accessible. 
The Public Health Service, in recognition of the needs 
of industrial physicians, nurses, and others concerned 
with industrial health, has just made available a refer- 
ence manual, “Industrial Health and Medical Pro- 
grams,” which can be obtained from the Superintendent 
of Documents, U. S. Government Printing Office, 
Washington 25, D. C., for $1.00. The text consists 
entirely of direct quotations from 260 books and 
publications. The volume is divided into eight sections 
dealing fully with such topics as “Types and Extent of 
Plant Health and Medical Service,” “Professional 
Personnel in Plant Health and Medical Services,” and 
“Facilities, Equipment, Records, Costs, and Values of 
Plant Health and Medical Services.” There is nothing 
comparable to this manual, and it is invaluable in 
its field. 


* * 


The relation of heavy smoking to lung cancer is a 
matter of increasing interest and study among experts 
in the field. An international working conference on 
lung cancer was held July 21-23 at Louvain, Belgium, 
for the purpose of coordinating research on the etiology 
of lung cancer on an international level. It was reported 
there that there is an increase in lung cancer in seven 
northern European countries, similar to that noted in 
the recent cancer morbidity surveys of ten American 
cities. Discussion of possible contributing factors 
narrowed to increased use of carcinogenic chemicals in 
manufacturing processes, atmospheric pollution, and 


the increased consumption of tobacco, especially ciga- 
rettes. 


* * * 


A recent issue of the Journal of Cellular and 
Comparative Physiology (April, 1952) contained an 
article on “Changes in Inorganic Substances in Mam- 
malian Nerve Cells Due to Starvation,” by Carrie C. 
Gillaspy, Associate Professor of Anatomy, Des Moines 
Still College of Osteopathy and Surgery. The Anatomi- 
cal Record (February, 1952) published an abstract of 
a paper which was presented by Miss Gillaspy at the 
March, 1952, meeting of the American Association of 
Anatomists at Providence, Rhode Island. The title of 
her paper was “Experimental Study of the Cranial 
Motor Nuclei in Reptilia.” 


Osteopathic physicians concerned with routine 
chest examination will find the four-page “Report of 
the Joint Committee on Chest X-Ray” of value. It 
can be obtained by request from The American College 
of Chest Physicians, 112 East Chestnut Street, Chicago 
11, Illinois. 

* * * 


Rehabilitation in a country where skilled man- 
power is in short supply is a matter of increasing 
responsibility to medicine. In an article appearing in 
the April 25, 1952, issue of The Bulletin of the Uni- 
versity of Minnesota Hospitals, Frederic J. Kottke, 
M.D., points out that a successful rehabilitation pro- 
gram is usually directed toward three major activities : 
prevention of deterioration of body tissues resulting 
from inactivity, efficient direction of patient therapeutic 


activities, and coordination of all necessary therapies 
to insure continuous progress toward rehabilitation. 
The entire article is worthy of careful study by those 
in charge of hospitals and institutions. The article 
is of immediate interest in relation to the recovery 
from poliomyelitis but its significance is as wide as 
the incidence of the hospitalized patient of any type. 
Write the University of Minnesota Press, Minneapolis 
14, Minn. 
* * * 


“No patient Who has asthma should smoke” is the 
opinion of four physicians of the Division of Medicine 
of the Mayo Clinic. Proceedings of the Staff Meetings 
of the Mayo Clinic for August 13, 1952, carries a 
brief statement in strong support of this dictum. The 
physicians point out “Just as a patient will never 
receive very convincing advice about reduction of 
weight from an obese physician, so also he or she may 
not be told to stop smoking by the physician who him- 
self is a heavy smoker.” 


* * * 


A health manpower survey was recently com- 
pleted for the Office of Defense Mobilization and the 
results reported in the August, 1952, issue of Public 
Health Reports. The acute shortage of professional 
and technical personnel in the United States is held to 
be the most serious problem in the field of public 
health. In 1951, 10 per cent of all budgeted positions 
were vacant. Vacancies were especially numerous in 
positions for physicians, nurses, and engineers. To 
bring existing local health standards up to minimum 
recommended standards, it is estimated that there 
would be need for nearly 1,000 physicians and 10,000 
nurses. There is little hope for a greatly increased 
supply of public health workers while the mobilization 
for defense continues. 

* * * 


Osteopathic physicians will be interested in an 
article appearing in the August, 1952, issue of Archives 
of Physical Medicine entitled, “Tables for Elongation 
in the Treatment of Sciatica.” The therapy is recom- 
mended “as a valuable adjunct in the management of 
sciatica in patients who do not respond to heretofore 
usually employed conservative measures.” The entire 
article is interesting corroborative material on the 
mechanical effects that have long been secured by 
osteopathic physicians in such cases, with and without 
the employment of a mechanical table. The author calls 
attention to numerous tables designed for vertebral 
elongation but recommends in particular the table 
known as the Godet. Principle of the table is similar 
to one long employed by osteopathic physicians. 

* * * 

“Diagnosis and Treatment of Scapulocostal Syn- 
drome,” by Allen S. Russek, M.D., is an article of 
interest to osteopathic physicians which appears in the 
September 6 issue of The Journal of the American 
Medical Association. The diagnosis and treatment are 
carefully detailed with emphasis upon altered scapulo- 
thoracic relationship as a cause. Injection of trigger 
points is recommended to be followed by “elimination 


NOTES AND COMMENTS 


Jovrnal A.O.A. 
October, 1952 
of the altered scapulothoracic relationship by physical 
or mechanical means.” 
* * * 

The plasma substitute, periston, is being stock- 
piled by the Federal Civil Defense Administration. 
There are a number of plasma substitutes but only 
those that approximate plasma in their ability to exert 
and maintain colloidal osmotic pressure are considered 
of any real value. Gelatin gives promise but it is more 
expensive than periston; it is less apt to be stored in 
the body or to cause cell damage if used in large 
quantities. Periston was used over 500,000 times by 
the Germans in World War II. Its stability, ease of 
administration, and low cost—less than $2.00 for 500 
cc.—make its use advantageous. 


Clinical evaluation of various tests for occult 
blood in the feces should be used only as an adjunct to 
clinical study and interpretation, in the opinion of 
the authors of an article on “Detection of Occult Blood 
as a Routine Office Procedure,” appearing in the Au- 
gust 23 issue of The Journal of the American Medical 
Association. In a group of 1,000 patients subjected to 
the guaiac test there were 4 patients with frank malig- 
nant lesions of the alimentary tract who did not 
have guaiac-positive stools as opposed to 6 patients 
with similar malignant lesions who did have guaiac- 
positive stools. The authors conclude that there is no 
shortcut to the diagnosis of malignant and premalig- 
nant diseases of the alimentary tract. A carefully 
taken history, complete physical examination, x-ray 
studies, and proctoscopic examination are still nec- 
essary. 


Boards of Specialty Certification 


RNAL MEDICIN 


Examinations will re held at Hotel tiie: Pasadena, 
Calif., October 11, 12. Address the secretary, Glennard E. 
Lahrson, D.O., 460 Staten Ave., Oakland, Calif. 


AMERICAN OSTEOPATHIC BOARD OF SURGERY 

Examinations will be held in the specialty fields of Sur- 
gery, Orthopedic Surgery, Urological Surgery, and Anesthesi- 
ology at Neil House, Columbus, Ohio, October 25, 26. Address 
the Corresponding Secretary, E. F. Martin, P.O. Box 474, 
Coral Gables, Fla. 


CORRECTION 


The officers and members of the American Osteopathic 
Board of Radiology and of the American Osteopathic Board 
of Surgery listed below were omitted from the Roster pub- 
lished in the September, 1952 JournaL. We regret the error. 


AMERICAN OSTEOPATHIC BOARD OF RADIOLOGY (October) 


Chairman—A. H. Witthohn Vice oetgnen—Cipde C. Henry 
Secretary-Treasurer—Jack H. Grant 
Members—M. C. Pettapiece, William L. Tanenbaum, Burwell S. Keyes 


AMERICAN OSTEOPATHIC BOARD OF SURGERY (July) 


Chairman—James M. Eaton Vice Chairman—Lucius B. Faires 
Secretary- — M. Flack, Jr. 
Members—Arthur B. Funnell, Howard A. Graney, K. George Tomajan, 
Don E. Ranney, W illiam G. Stahi, Charles L. Ballinger 
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Department of Public Affairs 


DONALD M. DONISTHORPE, D.O. 
Chairman 


Los Angeles 


BUREAU OF PUBLIC EDUCATION ON HEALTH 
HOBERT C. MOORE, D.O. 
Chairman 
Bay City, Mich. 


OCCUPATIONAL LICENSING LEGISLATION IN THE STATES 


The Council of State Governments, 1313 East Sixtieth 
Street, Chicago 37, Illinois, in June, 1952, published: an im- 
portant document entitled “Occupational Licensing Legisla- 
tion in the States,” which is a study of state legislation licensing 
the practice of professions and other occupations. It may be 
purchased from the Council for $3.00 a copy. Mr. Frank Bane, 
Executive Director of the Council, states in the Foreword: 

The Governors’ Conference in its Forty-third Annual Meeting in 
September, 1951, requested the Council of State Governments to make 
a survey of professional and occupational licensing practices in the 
several states. 

In preparing this study the Council has worked directly through 
the offices of the Governors, with the cooperation of the central depart- 
ments of registration or licensing and, where no central department of 
licensing existed, with the hundreds of individual licensing boards 
themselves. 

The report deals with licensing by state governments as an instru- 
ment for regulating the entrance into and continued practice in 
professions, trades and other occupations. It is concerned primarily 
with problems of public health and welfare; problems of potential 
monopoly—the barriers to the free choice of an individual in selecting 
his vocation; and the extent to which state officials have effective 
control over the administrative machinery of examination and licensure. 

It is hoped that the report will provide essential background infor- 
mation bearing on the basic issues involved in the present licensing 
systems in the several states. 

This report is probably as comprehensive a study of the 
problems and factors involved in coordinating the public and 
private interests in the regulation and control of occupations 
and professions as has been made. It first discusses the 
nature of the problem which faces legislatures in attempting 
to establish a proper balance between freedom and order. The 
danger in modern democracy of overemphasis or underemphasis 
is recognized. The role of government in reconciling public 
and special interests is stressed. The extraordinary increase 
in state legislation requiring governmental examination and 
licensure in order to practice professions and trades occurring 
in the past two generations is noted. 

The second chapter enumerates the scope of the regulated 
groups and their definitions. It is stated that, “the essential 
elements of licensing involve the stipulation of circumstances 
under which permission to perform an otherwise prohibited 
activity may be granted—largely a legislative function; and 
the actual granting of the permission in specific cases— gener- 
ally an administrative responsibility.” The osteopathic pro- 
fession is listed under the designation, “Osteopath,” and except 
for this obsolete designation, is recognized throughout the 
publication as a leading profession in the healing art field. The 
American Osteopathic Association cooperated and consulted 
with the Council in the accumulation of information and 
statistics pertaining to the osteopathic profession. 

The third chapter is devoted to a history of occupational 
licensing in Europe and America. The historical factors which 
influenced the development of the present licensing system 
are reviewed from the days of the medieval guilds of mer- 
chants, craftsmen, and the professions to the close of the nine- 
teenth century with the organization of the occupational groups 
into labor unions. The economic revolution of the nineteenth 
century is attributed as the cause of the recognition of numer- 
ous new occupations and professions and the extension of the 
type of organization to these groups which had formerly 
been limited to the professions of law and medicine. The 
chapter is concluded with the statement that “at the time of 
the Civil War no effective state licensing system was in opera- 
tion, and standards of professional competence were badly in 
need of reform.” It was not long after this time that the 


osteopathic profession entered the professional scene and many 
of its early problems can be better understood in the light 
of the history here presented. 

The following chapter describes the “Trends in Con- 
temporary Occupational Organization.” The five major trends 
since the Civil War are listed and discussed as (1) organiza- 
tion of occupational groups into national societies and associa- 
tions, (2) increase in the number of occupations licensed, (3) 
increasing centralization of the control. of licensing, (4) the 
trend from optional certification to compulsory licensing (the 
South Dakota Medical and Osteopathic Practice Act of 1949 
providing for unlimited osteopathic licensure is the law whose 
provisions are quoted as an example), and (5) continued 
demand for raising and tightening of license qualifications. 


Chapter V is devoted to an examination of the organiza- 
tion and operation of state licensing boards and departments. 
Seventy-five occupations or professions are licensed in one or 
more states. The osteopathic profession is listed as one of the 
fourteen fields licensed in all states. The organizational pat- 
terns of responsibility in occupational licensing are analyzed 
and the independent board pattern and the coordinated licens- 
ing department system having jurisdiction over all boards are 
discussed and distinguished. The different provisions and 
qualifications pertaining to membership on the licensing boards 
are carefully detailed. 


An excellent review of the “Powers and Duties of 
Occupational Licensing Boards” comprises the sixth chapter. 
The variation in legal requirements relating to examinations, 
issuance of licenses, suspension and revocation of licenses, 
enforcement of laws, approval and supervision of schools, and 
other similar features of all licensing laws are covered. Their 
strengths and weaknesses are pointed out. 

Chapter VII is devoted to the topic of “Licensing and 
Occupational Barriers.” The varied personal, educational, and 
experience qualifications of the laws are listed. In regard to 
experience qualifications, the willingness of the osteopathic 
profession to voluntarily raise standards is commented upon 
as follows: 

Twenty-four states require internships of at least one year for 
doctors of medicine and eighteen states have similar requirements for 
osteopaths. For professional reasons most doctors of medicine and 
osteopathy complete internships even in those states which do not 
require them by law. 

In explaining the manner in which licensing qualifications 
develop, the influences of private associations are recognized. 
They are explained, in part, by the following reference: 

For example, all states now require applicants for licenses in 
osteopathy to be graduates of colleges approved by the American Osteo- 
pathic Association. By rule of this association, students must have at 
least two years of pre-professional training before being admitted to 
these colleges. Therefore, despite the fact that only twenty-seven states 
directly require this amount of pre-professional work, applicants in all 


states must meet the rule of the association in order to be eligible for 
licensure. 


The seventh chapter concludes the text portion of the 
publication and covers “Legislative Considerations.” Five ele- 
ments which legislatures may consider in reaching a balance 
between maximum public accountability and responsibility, on 
the one hand, and maximum participation of the profession in 
preparing standards and enforcing compliance, on the other, are 
summarized. These five elements could well be within the 
thinking of any group interested in enacting or revising a 
licensing law since they are basic matters in the considerations 
of the legislatures. 

The publication is concluded with three appendices and a 
bibliography. The appendices abstract briefly factual material 
concerning the various occupations and professions and, in 
table form, enumerate the various statutory provisions and 
qualifications of the licensing laws of each state and list the 
numerical distribution of the groups throughout the country. 
The bibliography is a valuable compilation of legal articles 
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and sociological studies of the subject matter of the publication. 


On page 73, under Appendix A, the licensing system appli- 
cable to the osteopathic profession is abstracted as follows: 


All states license osteopaths. In seven states their licenses do not 
permit them to use drugs or surgery. 


General qualifications are a minimum age of 21 and good moral 
character. All applicants must have graduated from an approved 
school of osteopathy. This means they must have completed at least 
two years of college work and four of professional training. Internships 
are required in California, Colorado, Delaware, New Hampshire, New 
Jersey, New Mexico, Oregon, South Dakota, Vermont, West Virginia, 
Wisconsin and Wyoming. Internships are necessary only for the 
higher level certificate in Arizona, Iowa, Oklahoma, Pennsylvania, 
Rhode Island and Washington. 

Examinations are given by all licensing states. Most states specify 
the subjects of examination. Application or examination fees are usually 
$25. Initial license fees of $2.00 to $25.00 are charged in some states. 
Renewal fees range from $1.00 to $10.00; in Florida, Kansas, Maine, 
Michigan, Missouri, New Mexico, North Dakota, Ohio, Oklahoma, 
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Tennessee and West Virginia renewal is contingent upon attendance at 
a one or two-day refresher course. Osteopaths also must pass basic 
science examinations in Arizona, Arkansas, Colorado, Connecticut, 
Florida, Iowa, Michigan, Minnesota, Nebraska, Nevada, New Mexico, 


Oklahoma, Oregon, Rhode Island, South Dakota, Tennessee, Texas, 
Washington and Wisconsin. Fees vary from $10 to $25. 
Licensing boards usually are appointed by the Governor. They 


may be classified into three groups: medical boards, which do not 
include any osteopaths—located in Alabama, Illinois, Mississippi and 
New Hampshire; composite boards, including M.D.’s and D.O.’s and 
sometimes other practitioners—in Colorado, Delaware, Indiana, Ken- 
tucky, Massachusetts, New Jersey, New York, Ohio, Oregon, Rhode 
Island, South Dakota, Texas, Virginia, Wisconsin and Wyoming; 
boatds composed solely of osteopaths—in the remaining states, except 
for an ex-officio member in Delaware and Pennsylvania and a lay 
member in Arizona. Two boards, a higher and a lower, each examine 
osteopaths in Connecticut, Nebraska and Pennsylvania, the higher 
board granting permission to perform surgery. The boards have three 
to fourteen members, appointed for terms from two to six years. 

Reciprocity is granted on the basis of equivalent requirements in 
some states, but some require previous experience. 


COMMITTEE ON CHRISTMAS SEALS 


STEPHEN M. PUGH, D.O. 


Chairman 


THE TWENTY-SECOND SEAL CAMPAIGN 

The twenty-second osteopathic Christmas seal campaign 
swings into action this month. Many weeks in the making, it 
is ready to place in the hands of the profession and public 
5,500,000 Christmas seals. 

This is a large order. When the seal campaign was 
started in 1931—for Student Loan only—its object was to 
spread the word of osteopathy and to raise funds. Now, 21 
years later, the campaign purpose remains the same: to spread 
the word of osteopathy and to raise funds. But its numbers 
have been many times multiplied. It now distributes 5,500,000 
seals and shares its returns with the Osteopathic Research 
Fund. It has set itself a 1952 goal of $40,000. 

How this is to be achieved is told in the plans laid out 
for this year. They include the campaign among doctors and 
auxiliary members; a second campaign to reach the public; 
concurrent campaigns in the colleges and hospitals, and at all 
Fall conventions of divisional societies. The parents of students 
are to be asked to contribute. Seal collectors are to come in 
for attention. 


Everett, Wash. 


More intensive and more extensive than ever before, the 
1952 plans lay particular emphasis on getting contributions 
from the public. Since the osteopathic public is made up 
primarily of the patients and friends of osteopathic physicians 
and their families, the campaign approach to the public must 
be through these physicians and their families. 


That is why the seals are being mailed to the doctors and 
the Auxiliary members early in October—to allow time for 
them to order (as directed in the letter with the seals) 
“Christmas seal packets” to send to patient and Christmas 
card lists. The success of the public campaign hinges on this 
participation on the part of the profession and Auxiliary; if 
participation is assured, success is assured. 


The seal packets are well written and well designed. They 
will reflect credit on the osteopathic profession. 

Christmas seal plans for 1952 have been made with 
courage and imagination. They aim high; they look to the 


individual doctor and his wife for support, and they anticipate 
success. 


Department of Public Relations 


CHESTER D. SWOPE, D.O. 


Chairman 


TAX RULING ON FEE-SPLITTING 


Income Tax Office Decision No. 4096, reported in No. 18 
of the Jnternal Revenue Bulletin* of September 1, 1952, service 
ruling No. 13910, reproduced below, is based on the case of 
Lilly v. Commissioner of Internal Revenue (see JoURNAL OF 
THE AMERICAN OsTROPATHIC ASSOCIATION 51 :404, April 1952). 
Section 29.23(a)-1: Business expenses. 1952-18-13910 

I. T. 4096 
INTERNAL REVENUE CODE 
Treatment for Federal income tax purposes of payments 
made by surgeons to other physicians for professional 
assistance and under fee-splitting arrangements. 

Advice is requested relative to the deductibility, for Federal 
income tax purposes, of payments made by a surgeon for 
professional assistance in conducting his practice, and of pay- 
ments made by a surgeon, on a split-fee basis, to other physi- 
cians who refer patients to him. 


Section 23(a)(1)(A) of the Internal Revenue Code 


*Cautionary Notice: The rulings reported in the Internal Revenue 
Bulletin are for the information of taxpayers and their counsel as 
showing the trend of official opinion in the administration of the 
Bureau of Internal Revenue; the rulings other than Treasury Decisions 
have none of the force or effect of Treasury Decisions and do not 
commit the Department to any interpretation of the law which has 
not been formally approved and promulgated by the Secretary of the 
Treasury. 


Washington, D. C. 


provides that in computing net income there shall be allowed 
as deductions : 
(a) Expenses.— 
(1) TraDE OR BUSINESS EXPENSES.— 
(A) In General.—All the ordinary and necessary ex- 
penses paid or incurred during the taxable year in carrying 
on any trade or business, including a reasonable allowance 
for salaries or other compensation for personal services 
actually rendered * * *. 


Thus, reasonable compensation for personal services actu- 
ally rendered which is paid by a surgeon for professional 
assistance in conducting his practice may be deducted under 
section 23(a)(1)(A) of the Code as an ordinary and neces- 
sary expense of carrying on a trade or business. 

Whether reasonable payments made by a surgeon, on a 
split-fee basis, to other physicians who refer patients to him 
represent deductible business expenses must be determined in 
the light of all the circumstances in each case. However, as 
a general rule, such payments are deductible for Federal 
income tax purposes provided they are normal, usual, and 
customary in the profession and in the community; are 
appropriate and helpful in obtaining business; and do not 
frustrate sharply defined National or State policies evidenced 
by a governmental declaration proscribing particular types of 
conduct. (See Thomas B. Lilly et ux. v. Commissioner, 343 
U.S. 90, Ct. D. 1741, I.R.B.1952-8,3.) 
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Recent Advances in Aviation Medicine* 


BRIG. GEN. O. F. MeILNAY, USAF (MC) 
Washington, D. C. 


It is a privilege to come before you and present a 
few of the problems in aviation physiology with which 
medical personnel and others connected with military 
aviation are confronted. 

I have been asked to talk on the subject “Recent 
Advances in Aviation Medicine.” It might surprise 
you if you were told that there have been no recent 
advances in this field. Such a statement would require 
a bit of explanation for there have been a great many 
accomplishments. 


Aviation medicine is a specialty which concerns 
itself with the selection, maintenance, and improve- 
ment of health, safety, and efficiency of flying per- 
sonnel. During World War I and for many years 
following, aircraft were sufficiently limited in per- 
formance as to make the problems with which flight 
surgeons were confronted relatively simple ones. We 
could keep the capabilities, physiologically speaking, 
ahead of aircraft design. The astonishing advances in 
aeronautical engineering during the past two decades 
and particularly since World War II have caused hu- 
man limitation to be one of the major problems to be 
solved. Many consider such limitation to be the major 
problem. Thus, we have not advanced in our ability 
to keep the capabilities of the human pilots ahead of 
aircraft design and this explains the seemingly pre- 
posterous remark which I made. 

We are all aware of the astonishing advances 
which our aviation engineers and other engineers and 
scientists have brought about in the capabilities of air- 
craft of all types, but let us take a brief look at these 
advances insofar as they can be mentioned without 
security violation. At the onset of World War I the 
ceiling of a single-seat airplane was 12,000 feet and 
the low-powered engines were capable of flights of but 
150 to 250.miles. Seventy miles an hour was a good 
speed. These planes were used as eyes for the artillery 
and were not fighting machines. They were gradually 
armed, at first with all kinds of missiles, including 
objects to be thrown into the propellers of enemy craft, 
later with cannon and machine guns mounted on the 
wings, and still later with synchronized guns. But, 
regardless of importance, one could hardly classify 
aircraft as a weapon during World War I. Flying 
was a death-defying game for reckless men who would 
fly and fight as much for sport as anything else. 

The aircraft of World War II bore little resem- 
blance to those of World War I and the problems of 
aviation medicine had vastly increased. General Spaatz 
delivered telling blows of first line military importance 
from aircraft flying at altitudes which required that 
flight surgeons solve problems, or contribute to the 
solution of problems, caused by reduced density of 
the atmosphere. The effects of such reduced density 
on the crews of aircraft are mechanical and physiologic. 
The mechanical effects are principally aeroembolism 

*Presented at the General Sessions, Fifty-Sixth Annual Convention 


“oe American Osteopathic Association, Atlantic City, N. J., July 16, 


and expansion of internal gases. The principal physio- 
logic effect is known as anoxia, hypoxia, or oxygen- 
lack. These problems have been partially solved by 
the pressurization of the interior or part of the interior 
of aircraft as well as by improvements in oxygen 
supply systems and masks. The development of the 
so-called “demand oxygen system into a pressure 
demand system” alone raised the airman’s oxygen 
ceiling to 43,000 feet and to 50,000 feet under emer- 
gency conditions. You realize that today’s military 
aircraft must be designed to fly at even higher altitudes 
and that a combination of aircraft pressurization and 
improved pressure oxygen systems must be provided. 

We were also confronted with the problem of 
protection against extreme cold at high altitude, and 
in high speed and highly maneuverable aircraft there 
was the problem of G-forces resulting from turns at 
high speed. The term “G” comes from “gravitation” 
and exposure to 2-Gs means that exposure is to a pull 
equal to twice the pull of gravity, having the effect of 
doubling the weight of the body and all parts thereof. 
The direction of the application of such force may be 
positive, meaning in the direction of head to buttocks ; 
negative, meaning in the direction of buttocks to head, 
or transverse. The effect of such forces is dependent 
upon, the exposure time as well as upon the degree of 
the force. 

All pilots are familiar with the effect of positive 
G-forces, the effect being that of “blackout” if expos- 
ure is sufficient. The average pilot can tolerate 4 to 5 
Gs if exposed not over 10 to 15 seconds while flying 
in sitting position. Ability to tolerate positive Gs has 
been raised by the use of a so-called G-suit, or more 
properly anti-G-suit, which automatically puts pres- 
sure on certain parts of the body as G forces are built 
up. Flying in a prone or partially prone position is 
another means of solution to this problem. 

I have mentioned but a few of the problems 
with which we were confronted during World War 
II and with which we are still confronted. Their 
solution then seemed difficult but appears simple in 
retrospect. The problems of today have been multi- 
plied because of speeds, altitudes, and accelerations 
which were hardly dreamed of. Talks of flights in 
the aeropause, by which we mean within the atmos- 
phere but beyond the range within which we can obtain 
much benefit from it, and even of space flights, is 
common. No aircraft which is to be flown by a human 
pilot can be designed without aeromedical research to 
determine the capabilities of its crew to man such a 
craft. This research must begin at the time when the 
craft first becomes an idea to be placed on a drawing 
board. 

Let us look briefly at some of the current opera- 
tional problems which must be considered by those 
who carry out aeromedical research. They can be 
divided, primarily, under various headings: 

1. Problems of high altitude flight 

a. Oxygen requirements for jet aircraft 


‘ 
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Oxygen equipment for jet aircraft 
Decompression sickness 
Cabin pressurization 
e. Explosive decompression or sudden acci- 
dental loss of cabin pressurization 

2. Problems of high speed flight 

a. Positive and negative acceleration (length 
and intensity of exposure) 

b. Pilot’s pneumatic suit, anti-G, for protection 
against positive acceleration 

c. Cockpit design 

d. Flight instruments (numbers, location, read- 
ability, etc.) 

e. Psychologic limitations 

f. Cockpit temperatures 

g. Sound problems associated with jet engines 

3. Problems concerning flight safety 

a. Ejection seat as means of escape 

b. Protective helmets 

c. Wind-blast protection in leaving high speed 
aircraft 

d. Vision 

4. Basic environmental problems relating to man 
in the aeropause which are largely for solution by the 
aeronautical engineer 
Fit and arrangement of crew 
Visibility from the craft 
Time-distance problem 
Temperatures 
Pressure environment 
Acceleration 
Noise and vibration 
Radiation problems 
Meteorite collision 
Escape problems 
Combined stresses 
The importance of weight. 

You can readily see that aviation medicine must 
consist of clinical medicine, physiology, psychology, 
physics, biochemistry, and all of the allied sciences, 
plus electrical, chemical, mechanical, and textile engi- 
neering. The knowledge and skill of the leading scien- 
tific minds in almost all fields must be put to use. 

We will have time for further consideration of a 
few of these problems and the solutions to date. The 
first problem was that of oxygen requirement and 
oxygen equipment for pilots of jet aircraft at high 
altitude. You know that absorption of oxygen within 
the lungs is dependent upon the partial pressure of 
oxygen. Thus, absorption decreases with altitude, 
which causes a decrease in pressure, unless the partial 
pressure of oxygen is increased by raising the per- 
centage of oxygen in the air taken into the lungs. 
Oxygen addition is necessary to maintain efficiency 
in prolonged flight above 10,000 feet. Increase in alti- 
tude increases the need so that at 18,000 feet the 
average pilot is dangerously incapacitated. You will 
remember that the first and simplest oxygen system 
used a rubber hose with a pipe stem for introducing 
oxygen into the mouth when required. High percent- 
age of oxygen could not be obtained by this means 
and a mask was introduced to replace the pipe stem. 
The early mask provided a continuous flow of pure 
oxygen when desired. Such continuous flow was 
wasteful in that it did not provide for any rebreathing 
of oxygen, and it also provided oxygen in higher 
concentration than required. The BLB mask of the 
Mayo Clinic was adopted in 1938 and this was a step 


a. 
b. 
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toward oxygen economy and efficiency at high altitude. 
The principle was that a bag or bellows stored the 
continuously flowing oxygen during exhalation and 
released it during inhalation. This system was very 
vulnerable to freezing and the cold temperatures en- 
countered in some of the positions in our bombers 
during World War II forced the continuous-flow 
system to be replaced by a demand system, a develop- 
ment which was put into use in the spring of 1943. 


The demand system supplies oxygen in the amount 
demanded and only during inhalation. The regulator 
will supply nearly pure air below 5,000 feet and 
progressively increases the oxygen with altitude until 
almost pure oxygen is supplied at 33,000 feet. The 
advantages of this system were resistance to freezing, 
economy of oxygen, and oxygen supplied in quantity 
demanded. 


The more recent development is the pressure 
demand system which applies positive pressure of 
from 6 to 8 inches of water pressure. Without posi- 
tive pressure a ceiling is reached at about 40,000 feet 
above which the effective partial oxygen pressure is 
below required level even when pure oxygen is pro- 
vided. The positive pressure of the pressure demand 
system raises the pilot’s altitude ceiling several thou- 
sand feet without other additional equipment and will 
enable him to survive at 50,000 for short periods in 
emergencies, such as, for example, if the pressurization 
of the aircraft is lost. It is by means of a combination 
of pressurized aircraft, pressure demand oxygen sys- 
tem, and pressurized suits that we can now send pilots 
to altitudes never before reached. 

At this point I want to call attention to an Asso- 
ciated Press dispatch dated July 15. Having the in- 
formation contained therein appear in the newspapers 
makes it possible for me to refer to certain develop- 
ments which are pertinent to my subject, but which 
security regulations would have made it impossible 
for me to discuss previously. The dispatch revealed 
that a Navy Skyrocket had reached a new record alti- 
tude of 79,000 feet and a speed of more than 1,300 
miles an hour. In order to fly at that speed the 
Skyrocket is reported to have carried enough refrig- 
eration equipment to cool a theater of 3,000 seats 
“in order to keep the pilot from being roasted alive 
and to keep the airplane metal from softening.” 

I made brief mention of the G-suit to be worn 
by fighter pilots to enable them to withstand greater 
G-forces without “grayout” or “blackout.” The newer 
type of G-suit is similar in appearance to a lightweight 
summer flight suit. Rubber bladders, which are pres- 
surized automatically, with the build-up of accelerative 
forces, through an intricate valve system, apply pres- 
sure over the abdomen, thigh, calf, and buttocks when 
required. These suits will afford about 3-G protection 
and thus enable most pilots to withstand short periods 
of up to about 8-G without blackout. This is positive 
G. There have been many G suits, some of which are 
almost laughable in retrospect, but which actually re- 
presented remarkable ideas at one time. 

It is easily seen that I have had to choose between 
a rather general discussion of the lines along which 
aviation medicine has progressed and a more detailed 
presentation of progress in certain phases. I have 
not been engaged in aeromedical research and do not 
consider myself fully qualified to make a detailed 
presentation of many of the phases of aviation physi- 
ology. Days could be occupied by such presentation. 
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Perhaps many of you are well acquainted with the 
problems and direction of solutions to those problems 
which I have been able to discuss during a very limited 
period of time. 

In closing, I feel that some mention should be 
made of the air evacuation service which, as you 
know, has enabled the military services to return 
battle casualties from Korea to the United States, and 
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often to the vicinities of their homes, within a period 
of but a few days following their injuries. This serv- 
ice insures that the best possible definitive care can be 
given. The development of this service has been largely 
due to the foresight of those concerned with aviation 
medicine although it could not have been accomplished 
without the enthusiastic support of many nonmedical 
personnel. 


Civil Defense—Health and Special Weapons Defense Services* 


NORVIN C. KIEFER, M.D., M.P.H. 


Director, Health and Special Weapons Defense Division 


Federal Civil Defense Administration 


Washington, D. C. 


May I first express the appreciation of the Fed- 
eral Civil Defense Administration for the interest and 
cooperation of the American Osteopathic Association 
in the nationwide Civil Defense program? It is a 
privilege to be here with you to discuss our progress 
and problems. 

Today I would like to discuss with you first, the 
need for a good Civil Defense program in the United 
States; second, the types of attack which an enemy 
might make on this country; and third, the problems 
which the health professions face and must solve. 

First then, let us consider the need for a Civil 
Defense program in the United States. About 2 years 
ago there appeared in the official Federal publication 
“United States Civil Defense’' the following con- 
sidered statement: “The Civil Defense Program for 
this Country must be in constant readiness because 
for the first time in 136 years an enemy has the power 
to attack our cities in strong force, and for the first 
time in our history that attack may come suddenly, 
with little or no warning.” 

Over a year ago, the President of the United 
States? warned, “Remember this. If we do have 
another war, it will be an atomic war. We could 
expect many atomic bombs to be dropped on American 
cities. And a single one of them could cause many 
times more casualties than we have suffered in all 
the fighting in Korea.” 

General George C. Marshall,* while Secretary of 
Defense, told the Congress of the United States that 
Civil Defense was “an urgent, military necessity.” 
General Omar Bradley,‘ Chairman of the Joint Chiefs 
of Staff, expressed a similar belief when he said, 
“We must have . . . an organization in being, placed 
and staffed beforehand to take over in the event of 
such an emergency. If Civil Defense does not function 
effectively, our defense efforts will be very adversely 
affected.” 

No city in continental United States has ever 
been subjected to an enemy air attack. Many Ameri- 
cans are vaguely aware that such attacks could occur 
in a war of the future; many of those Americans who 
saw military service during World War II had the 
unpleasant opportunity of observing at first hand the 
furious effects of enemy air attack on civilian popu- 
lations of other countries. Most Americans are reason- 
ably aware of the almost incredible increase in 
destructive power which the atomic bomb has given 
to the airplane. 


“Presented at the General Sessions, Fifty-Sixth Annual Convention 
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But this knowledge, this recognition of potential 
danger usually is not correlated in such a way as to 
lead to full realization of the realness of our peril. 
Even less has it resulted in tangible, positive, whole- 
hearted effort, on the part of individual citizens to 
build a strong Civil Defense machine. 

There are many reasons for this. One is, of 
course, the eternal hope of America that lasting peace 
can be achieved without another bloody, international 
catastrophe. As members of the health profession, | 
am sure that all of us here today fervently hope and 
pray that lasting goodwill among men may be ulti- 
mately achieved without further slaughter and 
destruction, 

A second reason, however, contains less nobility 
and even less recognition of cold, technical facts. 
This is the belief that successful enemy attack on 
American cities just could not happen. There prob- 
ably are three hypothetical bases for such a belief. 
First, is the belief that geographical distances alone 
are an effective barrier against any enemy attack. 
Examination of a map, particularly of a globe such 
as you may have in your library, coupled with recog- 
nition of the flight range of modern planes, should 
quickly dispel this belief and label it as being utterly 
preposterous. Let us have no Maginot Line of al- 
leged barriers of geographical distances when we are 
considering air attack. 

The second mistaken concept is that the Russians 
are not logistically capable of mounting a serious 
attack on the civilian population of this country. 
Recently, General Nathan Twining,’ Acting Chief of 
Staff of the United States Air Force, told our nation’s 
state Civil Defense directors: “Our intelligence people 
estimate that the Russians can launch today more 
than 400 TU-4’s (B-29 type long-rangé heavy bomb- 
ers) carrying enough atom and _ conventional-type 
bombs to hit all of our major, metropolitan industrial 
areas.” Do you think that this statement should lead 
to any complacency concerning enemy capabilities ? 

A third incorrect belief is that even if the enemy 
has the planes, the pilots, and the bombs to attack 
any part of this country, our own air defenses are 
so strong that attempted enemy attacks would be 
almost totally unsuccessful, if not downright suicidal. 
In answer to this bit of wishful thinking, let me 
remind you that General Hoyt S. Vandenberg,’ Chief 
of Staff of the United States Air Force, has warned 
that even after our air defenses have been greatly 
improved, we could not hope to stop more than 30 
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per cent of attacking enemy planes. In other words, 
70 per cent would get through. 

I have mentioned only the probable success of 
enemy air attack on this country. Do not forget the 
additional possibilities of attack from the sea, par- 
ticularly from submarine-launched guided missiles and 
related projectiles, of widespread sabotage and other 
covert acts, and of other forms of warfare. 

Let us turn now to a consideration of the various 
types of weapons which might be used against civil- 
ians. There are several: 


1. High Explosive and Incendiary Bombs.—The 
awful destructive power of the atomic’ bomb has, at 
least at times, led us to forget the immense destruction 
caused, during World War II, and more recently in 
Korea, by these older weapons. The term “older” is 
used advisedly, because great improvements—if they 
should be called improvements—have been made in 
them. Let us not forget that back in 1945 incendiary 
bombs caused about 80,000 deaths in Tokyo in one 
day. It must be expected that in a future war our 
cities would be attacked with these weapons, used 
alone or in combination with other methods of warfare. 


2. The Atomic Bomb.—One method of express- 
ing the explosive power of this bomb is to compare 
it to the well-known TNT. The first bomb used against 
a city, the one used against Hiroshima almost 7 years 
ago, had the fantastic explosive equivalent of 20,000 
tons of TNT. That represents the same explosive 
power as 40,000,000 pounds of TNT. 

I want to make it clear at this point that it is 
this enormous and unprecedented explosive force 
which makes the atomic bomb such a terrible threat 
to metropolitan civilian populations. As physicians, 
you probably are interested most in the bizarre in- 
juries, such as radiation sickness and flash burns, as 
well as the more familiar mechanical and related 
injuries, that the atomic bomb produces. But do not 
forget that the real challenge that the atomic bomb 
presents to the health professions is not primarily 
the types of injuries that it can produce but rather 
the fact that here is a weapon that is capable of pro- 
ducing, within a few seconds, tens or even hundreds 
of thousands of living and dead casualties. Remem- 
ber, this is not supposition. It is a fact established 
in shattering terms in each of two Japanese cities 
nearly 7 years ago. No matter how staggering these 
enormous casualty figures may seem when viewed in 
the light of ordinary peacetime civilian casualty care, 
they are factual and therefore must be the starting 
point, the basis for Civil Defense casualty care 
planning. 


3. Biological \arfare.— This type of attack, 
which Rosebury’ has called “bacteriology upside- 
down,” could be used against people, animals, or crops. 
Against humans, mass attack by biological weapons is 
possible by employing aerial or submarine-launched 
bombs or projectiles, aerosol sprays, and even gross 
contamination of water supplies. Limited attack 
against key human objectives could be accomplished 
by contamination of food, water, and ventilating sys- 
tems. Practically any infectious disease agent could 
be used. The chief qualifications of an effective bio- 
logical weapon would seem to be: a high infectivity 
rate; low natural or acquired resistance of most of 
the attacked population; either a high fatality or high 
morbidity rate among those infected; stability of the 
organisms; and adaptability of the organism to mass 
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production and distribution. Not only exotic diseases 
such as plague and cholera could be used effectively 
but certain diseases already existing in this country— 
psittacosis, Q fever, tularemia, brucellosis, typhus, and 
many others—could also be devastatingly employed. 

The farms as well as the factories of America 
have played a major role in deciding the outcome 
of the first two World Wars. Biological warfare 
against our animals is perhaps an even greater threat 
than biological warfare against people. Theoretically, 
at least, artificially-induced epizootics would spread 
more rapidly and would be more difficult to control 
than epidemics among humans. 

An uncontrolled outbreak of foot-and-mouth dis- 
ease, for example, might reduce essential animal prod- 
ucts by as much as one-fourth.’ Rinderpest, fowl 
plague, Newcastle disease, anthrax, and hog cholera 
variants are examples of other devastating animal and 
poultry diseases which conceivably could be inten- 
tionally introduced. Do not forget that successful 
attacks on our animals not only would seriously reduce 
our meat and dairy food production but, in addition, 
would decrease or even cripple our production of such 
indispensable items as wool, leather, and hides, and 
certain life-saving medicinal products. 


Still another form of biological warfare could be 
the intentional introduction of rusts, fungi, growth 
regulators, and related substances that might result 
in devastation of our crops. The consequences to our 
food supplies, our food animal production, and our 
industrial production could easily lose a war of the 
future for us. 


4. Poison Gases.—Currently, our Civil Defense 
plans are based almost entirely on protection of the 
civilian population of this country against one general 
type of these gases: nerve gas. Nerve gases comprise 
a chemical group that has as its chief effect on the 
human body inhibition of the enzyme cholinesterase. 
This action in turn results in loss of normal body 
destruction of acetylcholine. Consequently, unsup- 
pressed acetylcholine overstimulation of parasympa- 
thetic nerve endings produces bronchoconstriction, 
rhinorrhea, photophobia, ciliary contraction, involun- 
tary muscle contractions, convulsions, vasomotor col- 
lapse, and cardiac arrest. Nerve gases are colorless 
and odorless. Generally they are heavier than air and 
are nonpersistent. A saturation type of aerial attack 
with nerve gas bombs conceivably could result in 
casualties comparable in number to those produced by 
the atomic bomb. 


These, then, with the addition of psychological 
warfare, are the potential weapons that might be used 
against our civilians by enemy attack. The current 
plans of the Federal Civil Defense Administration 
are based on the possible occurrence of 7,500,000 liv- 
ing and dead civilian casualties of enemy attack on 
the United States. This is not a pretty picture. But 
it must never be allowed to lead to an attitude of 
despair and defeatism. 


We must learn to strike a proper balance between 
realism and optimism. I hope that I have impressed 
you with the idea that to deny, discount, or even 
minimize the potential threat and destructiveness of 
enemy attack on this country is to turn one’s back 
on reality and to live in a fool’s paradise. There is 
another, considerably different attitude, however, 
which might in the long run be more damaging to 
our national security. I refer to the opinion, which 
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I have been distressed to hear expressed on many 
occasions, that defense against the weapons I have 
described is so extremely difficult, if not impossible, 
that there isn’t any use in trying to do anything 
about it. This great country was built by people who 
found ways to conquer their most discouraging prob- 
lems. I believe that it still consists of that kind of 
people. 

To be certain, this is an extremely tough job, 
but it is not an impossible one. It requires tough 
people, determined, far-seeing people, with belief in 
the future of America, to do the job: On April 24 
of this year the President of the United States® said, 
“Everyone in this country—all of us—must face the 
fact that Civil Defense is, and will continue to be, 
just as vital to American security as our armed 
forces, our defense production, and our aid to allies 
and friends abroad. Civil Defense is another indis- 
pensable part of our total security program. I really 
believe that anyone who reflects upon this matter 
will understand why that is so. Every weakness in 
Civil Defense increases an aggressor’s temptation to 
attack us. Every weakness in Civil Defense adds to 
the strength of a potential enemy’s stockpile of atomic 
bombs.” 


Let us consider then some of the things that are 
being done and must be done to furnish the nation 
with Civil Defense Health and Special Weapons 
Defense Services. Let me make clear at the outset 
my firm belief that the real strength of national Civil 
Defense is the local Civil Defense organizations. If 
they are strong, national Civil Defense will be strong. 
If they are weak, there can be no adequate Civil 
Defense. Organization of and training for Civil De- 
fense Health and Special Weapons Defense must 
start in the community. 


To members of the health professions technical 
training has the most appeal. Remember my previous 
statement, however, that the real problem produced 
by the atomic.bomb is the numbers rather than the 
types of casualties. In the face of the huge numbers 
of casualties which could be expected from success- 
ful atomic bombing, training for a war disaster or- 
ganization must receive priority over technical training. 
We are forced to plan in terms of tens of thousands of 
casualties, produced within seconds, perhaps simul- 
taneously in many areas. As in all traumatic surgery, 
lost minutes can be measured in lost lives. Therefore, 
the first-aid and hospital systems of the attacked and 
nearby communities would have to be mobilized within 
minutes. Furthermore, mobile support also would have 
to be instantaneously mobilized from cities hundreds 
or even a thousand miles distant. 


No matter what time of the day attack occurred, 
every member of the health services would have to 
know where to report immediately, what his exact 
duties would be, where and what his supplies would 
be, and so on. This sort of mobilization and organiza- 
tion demands the most careful, thorough, detailed, 
operating plans, accompanied by numerous full-scale 
drills and test exercises. An organization on paper 
may be interesting to look at, but it won’t save any 
lives unless that paper organization can be brought 
to life, into real and practiced being, instantaneously 
after enemy attack. 


I believe you will be interested in a report of 
the current status of the Civil Defense Health and 
Special Weapons Defense supply program. It repre- 
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sents tangible evidence of real support for Civil De- 
fense health services across the nation. 


In fiscal years 1951 and 1952, the Congress of 
the United States appropriated a total of $70,000,000 
for Federal procurement of medical supplies or for 
matching State funds for procurement of medical 
supplies. The States were urged to procure the initial 
supplies to carry them through the first few hours 
of casualty care after enemy attack. I am glad to 
report that the States now have on order the initial 
supplies for over 6,500 first aid stations. This opti- 
mistic report must be tempered, however, by the fact 
that because State appropriations allowed only varying 
degrees of participation in our Federal matching pro- 
gram, the nation-wide distribution of these first aid 
stations is correspondingly variable. 


Federal warehouses of health supplies are to back 
up local and State supplies. They, therefore, are being 
located within a few hours shipping distance of target 
areas and will be available for use anywhere that 
they are needed. 


The Federal Civil Defense Administration now 
has on order, for storage in Federal warehouses, the 
following items. I want to repeat that these items 
are now on order. Some of them are already being 
delivered. Others, because of the large volumes 
entailed, will understandably require a few to many 
months for completion of total deliveries. Here then 
are the items which I can tell you now will be avail- 
able in Federal warehouses, for Civil Defense pur- 
poses, just as rapidly as our manufacturers can turn 
them out: 


1. Surgical supplies for the first week of emer- 
gency care for 2,000,000 surviving casualties (These 
supplies are, with a few revisions, those listed in 
our publication “Health Services and Special Weapons 
Defense.”*° This is, of course, an austerity list. 
Originally it was prepared for us by the Department 
of Defense and was based on a detailed analysis and 
interpretation of long military experience in mass 
casualty care.) 

2. 2.060.000 each of blood donor sets, recipient 
sets, and collecting bottles, and a corresponding amount 
of units of grouping and RH typing serums and 
blood shipping containers 

3. 1,250,000 paper blankets 

4. Substantial quantities of antibiotics: 

7,500,000 capsules each of aureomycin, terra- 
mycin, and chloramphenicol; over 1,500,000 
intravenous doses of aureomycin and terra- 
mycin; 150,000 doses of streptomycin; and 
5,000,000 1 cc. doses (400,000 units per 1 cc.) 
of penicillin in oil, and 250,000 doses (1,000,- 
000 units per dose) of crystalline penicillin 
750,000 units of blood plasma 

1,200,000 units of PVP (polyvinyl pyrollidon) 
and 300,000 units of dextran 

25,000,000 doses of smallpox vaccine and 
50,000 bottles (20,000 units per bottle) of 
tetanus antitoxin 

8. 1.000 radiological survey meters 

9. 187,500 folding canvas cots 

10. Small amounts of a few miscellaneous items. 

With few exceptions, all of the Federal and 
State orders were placed through the Armed Services 
Medical Procurement Agency. Thus the entire pro- 
curement program for medical and surgical supplies 
for national defense—both military and civil—are be- 
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ing integrated, phased, and assigned appropriate 
priorities by one agency. Moreover, this agency is 


one with competence, staff, and experience to do. 


the job. 

I believe you will be interested in some further 
information on the two plasma expanders which we 
are stocking. The first, dextran, is a complex macro- 
molecular polysaccharide. Several hundred thousand 
units of this substance have been used in Sweden, 
with quite satisfactory results, and it has been used 
satisfactorily in the United States. Although this 
preparation is now fully approved by the Food and 
Drug Administration, production in this country un- 
fortunately is sharply limited at the present time. 

Polyvinyl pyrollidon, commonly called PVP, was 
developed in Germany during World War II. Thus 
far, it has been approved by the Food and Drug 
Administration for only military and Federal Civil 
Defense war reserves. The production capacity for 
this preparation is quite large. 

Both PVP and dextran are highly effective life- 
saving substances in shock from burns or mechanical 
injuries. They are so effective that it is believed 
that they are adequate temporary substitutes for blood 
plasma in the first 12 to'18 hours following injury. 
Beyond this time, plasma is distinctly more effective 
in many cases. 

I want to emphasize the fact that the availability 
of these substances in no way decreases our need 
for blood donations for plasma. Furthermore, I am 
sure that you realize that none of these substances, 
including plasma, can in any way be regarded as an 
adequate replacement for whole blood. Therefore, no 
matter what the availability of plasma and plasma 
expanders may eventually be, our nation-wide blood 
procurement program must be so organized as to 
make possible immediately following a disaster the 
collection of huge amounts of whole blood, particu- 
larly group O blood in the early post-attack hours. 
The technical details of the Civil Defense blood 
program are set forth in our recent manual “Blood 
and Blood Derivatives Program.’ 


We have estimated that approximately 60 per 
cent of atomic bomb casualties will be burned. The 
management of burns, therefore, is a subject of par- 
ticular interest to Civil Defense health services. The 
National Research Council has supported our recom- 
mendation that for Civil Defense purposes dry dress- 
ings should be used in the first aid management of 
burns. No ointments or other topical medications 
should be used by the first aid workers for the sur- 
face treatment of cutaneous burns in Civil Defense 
casualty management. 

For professional workers, we recommend initial 
use of a new type of burn pad which we have ordered 
in large quantities. This is a thick dressing which 
comes in two sizes: 22 by 36 and 22 by 18 inches. 
It consists of a half-inch layer of cotton backed by 
fifteen layers of cellulose and two to six additional 
layers of water-repellent cellulose. The face is an 
extremely fine, dry, white, surgical gauze. The back 
is water-repellent but not water-impervious maslin. 
This dressing has proved to be so useful for so many 
injuries in the United States Army experience in 
Korea that it is now known to the Army as a “uni- 
versal protective dressing.” 

A discussion of various types of treatment of 
burns, as well as the treatment of various types of 
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wounds, wound shock, fractures, acute radiation syn- 
drome, and a discussion of blood transfusion, is 
included in a forthcoming manual of the Federal 
Civil Defense Administration. It is entitled “Emer- 
gency Treatment in Major Disasters’?? and was 
prepared for us by the Division of Medical Sciences 
of the National Research Council. 

While we are on the subject of publications, let 
me, mention a few of the most recent Federal Civil 
Defense Administration publications which should be 
of particular interest to you as physicians. There is 
a manual'* which describes in detail standard casualty 
record forms and recommends nation-wide use of 
these standard forms. There is an information bulle- 
tin’* describing the burn pads which I just mentioned, 
and another’® containing the recommendations of an 
Ad Hoc Committee of the National Research Council 
relating to the types of antibiotics to be used in Civil 
Defense. A discussion of permissible doses of radia- 
tion, for Civil Defense emergency purposes, appeared 
in one of our technical bulletins.‘*6 A manual on the 
nurse in Civil Defense’? has just come off the press. 
The final manuscript of a new manual on the organ- 
ization and operation of Civil Defense first-aid sys- 
tems'* has just been completed. Other manuals on 
the medical aspects of atomic bombs, radiation detec- 
tion and monitoring, the organization and operation 
of Civil Defense hospital services, the dentist in Civil 
Defense, emergency water sanitation services, emer- 
gency food and milk sanitation services, biological 
warfare defense, chemical warfare defense, mortuary 
services, and others are all in process of preparation. 
Preparation of all this material is a huge, difficult, and 
time-consuming task for a relatively small staff. I can 
promise you that they will be completed as rapidly as it 
is humanly possible to do so, but each must represent 
the broadest possible nation-wide consensus of recog- 
nized technical authorities, and some will be delayed 
pending the outcome of technical studies. 

I recognize that I have covered this vast field 


‘of Civil Defense Health and Special Weapons Defense 


Services in an extremely sketchy manner, and I am 
certain that I have completely omitted discussion of 
some aspects in which some of you are greatly inter- 
ested. I am sure that you must recognize that to 
describe all of the various essential services adequately 
to you would require many days of lectures. I recom- 
mend that you read the various publications, relating 
to Health and Special Weapons Defense, which have 
been and will be published by your Federal, State, 
and local Civil Defense Agencies. I urge that various 
aspects of Civil Defense Health and Special Weapons 
Defense continue to occupy an important role in 
the programs of your national, State, and county 
osteopathic associations. Above all, I ask you to enroll 
in and become active parts of your official Civil 
Defense organizations. When I say “you” I am 
including this entire audience because this is not only 
an obligation of the physicians who are here today. 
The wives and other guests of the American Osteo- 
pathic Association members also are needed as nurses 
aides, first aid workers, home nurses, improvised hos- 
pital housekeeping personnel, laboratory aides, sanita- 
tion aides, and for other essential duties in the Health 
and Special Weapons Defense field, not to mention a 
multitude of other duties in the total Civil Defense 
program in which millions of volunteer workers are 
needed. 

Unfortunately, there is no easy way to establish 
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a good Civil Defense program. It will take hard work, 
devotion to a cause, and heavy sacrifices of your 
time. But if you are unwilling to participate to the 
utmost, you must be reconciled to consequences of 
not having a good Civil Defense organization in your 
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community. Either we are to be prepared or we 
aren't. It’s as simple as that. Take your choice. As 
citizens, you—every one of you—are the ones who 
must decide. Your official Civil Defense agency needs 
your support and help—-now! 
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GEN. 


I would like to trace for a few moments the history 
of air power, going back to its very earliest days. I 
think that is quite appropriate on this occasion, be- 
cause right here in Atlantic City now living retired is 
Major General B. D. Foulois who was one of the 


earliest flyers. After the Wright brothers had made 
their flight and the War Department had reluctantly 
decided to purchase an airplane, Foulois, Frank P. 
Lahm, and Frederic E. Humphreys, an engineer, were 
the three first army men to start flying. 

The specifications for that first plane, interestingly 
enough, called for the ability to be hauled on an escort 
wagon. An escort wagon, which could be drawn by 
two mules, thus became the first aircraft carrier. 

By 1910 the Army Air Force, called Aviation Sec- 
tion of the Signal Corps at that time, had dwindled to 
one pilot, Foulois, one airplane, and a few enlisted men 
In 1911 this formidable force was joined by Hap 
Arnold and Tommy Milling. In 1915 when T joined 
up with the outfit I think they had a total of about 
twenty or thirty aviators in the Army Air Force, still 
the Aviation Section of the Signal Corps. This force 
did some operation down in Mexico—not too success- 
ful because of the limitations of the planes at that 
time. It built up rather rapidly in World War I when 
we were going to flood the skies over Europe with 
American-made airplanes. Unfortunately our people 
forgot that appropriating money does not produce air- 
planes; it takes time as well. 

By the end of World War I there were very few 
American airplanes being flown over the front. Prac- 
tically all of our flying was in French-built and British- 
built planes. After World War I the peace advocates 
took over. There were going to be no more wars 
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and the military air forces, as well as the other military 
establishments, dwindled to almost’ nothing and 
struggled along on starvation wages until Hitler began 
to cause trouble. 

Sometime after he started his moves and while 
we were not yet in the war, we began to realize again 
that we needed air power, air forces. And so we 
started building up again. Eventually, and fortunately 
for us, we were finally able to get all of our vast 
resources which go to make air power into play, and 
in World War II air power did have a final and over- 
whelming determining effect on its outcome. 


To illustrate how badly off we were at the outset 
of World War II, our military forces, and that includes 
both Army and Navy, were inadequate to provide even 
the submarine patrol—antisubmarine patrol—off our 
coast. The planes we had were necessary for other 
military purposes, and they were very few at that. 
This shortage of aircraft and the pilots to fly them 
resulted in the use of the civilian planes, small planes 
inadequate for the purpose, but bravely flown by 
Civil Air Patrol over our waters, well out to sea on 
antisubmarine work. This was the beginning of the 
Civil Air Patrol in World War II. 

Now air power has made tremendous strides since 
its early days—and they are not too far in the past— 
because military aviation, as I say, started in 1908 
and this is 1952. But during this period the progress 
of science and many other related things has been 
rapid. While this development has been beneficial to 
the world in some ways, in other ways it has produced 
many problems. Progress and science have made air- 
craft very different from that plane that had to be 
hauled around on an escort wagon. Airplanes now 
can move freely over the earth’s surface, for tremen- 
dous distances and carrying tremendous weights. 
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Those who have been connected with the air 
force in wars and have seen the result of the air 
attacks on nations unable to defend themselves fully 
realize what a horrible power we have in our hands. 
The destruction which I saw in Germany and later in 
Japan was terrible. It made me shudder to see the 
effects, not only the death and injury of the people 
and the destruction of property, but the impact on 
the mentality of the people concerned. A nation under 
air attack that is not adequately prepared to defend 
itself not only loses lives and property, but is, I believe, 
in danger of losing-its own soul. That almost hap- 
pened during World War II and will almost certainly 
happen during another world war, the effect is so 
terrific. 

Now air power is not just military airplanes and 
military personnel; it is many things. It is a great 
industrial capacity which means the ability to build 
airplanes and the weapons they carry. It is a great 
civil air fleet, a commercial fleet, carrying passengers 
and freight and express all over the United States 
and to the far corners of the world. It is a group 
of people who are air minded, who realize the im- 
portance of air power and are willing to do their part 
in obtaining it. It means succeeding generations of 
young men who want to fly, who are imbued with the 
idea of the air, just as in the early days of Britain 
and some of the Mediterranean countries their people 
were interested in the sea and the nations became great 
sea powers. Now no nation will be great or remain 
great that has not fully developed its air power. Air 
power is the predominating force in the world today, 
and we must realize that. 

Now the Civil Air Patrol since World War II 
has expanded its activities. The people conducting its 
policies felt that air power was such a vital thing that 
they had to move into it on a much larger scale 
than they did in World War II. At the present time 
its activities are primarily fourfold. 

First, Civil Air Patrol has under its control some 
8,000 or 9,000 amateur radio stations—most of them 
mobile—that can be used in time of emergency in a 
national hookup to meet whatever situation might 
arise. 

Second, it uses airplanes on search and rescue. 
About 80 or 90 per cent of the searching for airplanes 
that are forced down in the mountains or other places 
is done by Civil Air Patrol. 

Third, it has a cadet program. At present we 
have 50,000 cadets in it and we hope to get more. They 
are taken at the high-school age, 14 or 15, and given a 
3 or 4 year course of indoctrination in air power and 
the airplane and what it means. They form a potential 
base for our aviators of the future. Air power only 
lives by having youth come into it. An air force that 
depends on the old men of World War II will rapidly 
wither and die. We have got to get young men into it, 
and that is a very, very important part of the Civil 
Air Patrol’s activities. As a part of that cadet activity 
we annually send quite a few of our carefully selected 
cadets to foreign countries ; they in turn send boys over 
here. This is a great factor in establishing good in- 
ternational relationships. I believe that this year we 
are exchanging cadets with Canada, Mexico, Brazil, 
and eleven countries in Europe of the NATO or- 
ganization. 

Civil Air Patrol’s concern with civil defense, its 
fourth principal activity, ties in very closely with the 
Civil Defense program. We have formed what we call 
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mobile support units. There are over 400 of these 
throughout the United States. These mobile support 
units are a combination of air and ground resources. 
Privately owned airplanes are available to units as are 
ambulances, fire trucks, medical supplies, and all the 
things necessary for relieving an area in distress. 
They are made available to the Civil Defense organiza- 
tion. They are used from time to time in the disasters 
that occur even during peaceful days, such as the big 
explosion in Texas City some years ago. These units 
or parts of them were used during the blizzards in the 
west a year or 2 ago, and in the Mississippi and Mis- 
souri flood last year. That is all an important part of 
Civil Air Patrol’s work. 

Civil Air Patrol is a volunteer organization ; 
nobody gets paid for working. The only reward you 
get is the satisfaction that you are doing something for 
your country. But strange as that may seem that ap- 
pears to be an adequate reward for a lot of fine out- 
standing citizens. I think we need a whole lot more 
of that type of volunteer effort to put across our Civil 
Defense program in this air age. 

And as for Civil Defense, I agree with what 
has been said by the previous speaker—without Civil 
Defense we are helpless. No matter how strong our 
military air forces are, if we have not built up the 
capacity to resist enemy attacks in our own country, 
those air forces will not long operate, because when 
manufacturing capacity breaks down, when the will 
to resist and the morale of the people at home weaken, 
when training establishments and all that goes with 
them are disrupted, the military forces in the field dis- 
integrate rapidly. So no nation is stronger in air power 
than it is in all of its components, and among them 
Civil Defense is vitally important. 

The question of organizing Civil Defense against 
air attack is a very complicated one, but there are 
many things that can be done. In spite of the great 
destructive force of atomic weapons there are ways 
of meeting it. If you are exposed you have not met it; 
you must get yourself under some kind of cover or 
shelter to escape the blast. But there are ways of 
meeting it; it is not a hopeless situation at all. Proper 
preparation on our part can place the American people 
in position to withstand any air attacks that can be 
delivered against them. 
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